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SOME OBSERVATIONS ON 
THE INFLUENCE AND EFFECTS OF 
TOXEMIAS UPON MENSTRUATION* 


LUCIEN A. LEDOUX, M. D. 
NEW ORLEANS 


Interference with the normal function of 
menstruation usually produces a repercus- 
sion, the degree and extent of the resultant 
disturbance depending very largely upon 
the cause which provokes it as well as up- 
on the intensity and the duration of the 
interfering factor. 


The fact that acute infectious diseases, 
through their toxins, affect ovarian fun« 
tion adversely thereby producing distur- 
bances in menstruation, is an observation 
which has been frequently made and is 
very generally accepted, but it appears 
that its real significance and potential 
danger have not been given the considera- 
tion diagnostically and therapeutically 
which they should receive. 

My interest in this subject was intensi- 
fied by several observations; first, the 
comparative frequency of failures of the 
menstrual function to return to normal in 
patients recovered from acute infectious 
diseases, especially those cases where sup- 
purative processes had supervened ; second- 
ly, the menstrual history of such cases sug- 
gested that the toxic factor was the dis- 
abling influence; thirdly, that the absence 
of menstruation in some instances from 
six to eigtheen months was a situation that 
had had emple time to adjust itself if it 


*Read before the Orleans 
ciety, October 24, 1938. 
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were to do so unaided; and finally, inability 
to secure from the current literature very 
much information on this subject. 


In this summary there is presented for 
your consideration only those infectious 
diseases which in my experience have 
proved to be the most frequent diseases 
which leave a variable degree of ovarian 
embarrassment. I have no doubt but that 
all infectious foci, whether acute or chron- 
ic, at some time or other, play a part but 
I do not feel that most of them are of suf- 
ficient importance to be discussed here. 


Summing up the influence of toxins upon 
ovarian function, it may be said that the 
general effect is unfavorable in many in- 
stances and, while it is true that all patients 
do not show an unfavorable reaction to 
acute infection, many of them do to a 
greater or lesser degree, depending on 
whether the infection in its onset and 
course is slight, mild or severe. The tox- 
emias which result from acute systemic 
infections, producing as they do morbid 
changes throughout the body, are fully 
capable of destructive effects either upon 
the hormone in the circulating blood, in 
the follicle or in the ovarian stroma itself, 
and, in so doing, produce a disturbance in 
function which may result in precipitation, 
prolongation and in some instances total 
suspension of the phenomenon. From clin- 
ical observations, it appears that it is pos- 
sible for toxins to have a stimulative as 
well as an inhibitive action, the time at 
which its influence and effects are felt will 
depend upon whether it makes its appear- 
ance during the follicular or luteal phase 
of the cycle. 
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ACUTE INTESTINAL TOXEMIA 


This frequently occurring clinical picture 
has in my experience been the cause of 
considerable disturbances in menstruation 
and if it develops in the premenstruai pe- 
riod and the toxemia is intense, it is cap- 
able of complete suppression of the period; 
likewise, should it develop during the fol- 
licular phase of the cycle, it may result in 
the precipitation of the menstrual flow. 

Cases are on record where an acute in- 
testinal toxemia appears to have been the 
provoking factor in the production of ovar- 
ian hemorrhage from premature or forced 
rupture of the follicle. Apparently, in such 
instances, the normal enlargement of the 
ovary is intensified and increased as the 
result of toxic action. Constipation, a fre- 
quent complaint among women, is always 
aggravated prior to the appearance of the 
menstrual period and a situation favorable 
to the development of intestinal toxemia 
is created. In patients subject to recur- 
rent attacks of this type, drastic prophy- 
lactic measures should be instituted as such 


women invariably require adjunct treat- 
ment. 


GONORRHEA 


In this type of infection, the menstrual 
disturbances are frequently most profound 
and irregularity of all types is demonstrable 
and, when much of the disturbance is as- 
cribable to inflammatory reactions, we 
should include the unfavorable effects of 
the associated toxemia among the causa- 
tive factors. This infection, so destructive 
to the ovaries, leaves little to be done but 
hope for the best and expect very little. 


ACUTE OTITIS MEDIA AND MASTOIDITIS 


In the suppurative stages, infections of 
this type, owing to their intensity and dura- 
tion, frequently cause menstrual disturb- 
ances. The factors of anesthesia plus the 
irreducible trauma of surgery tend to ac- 
centuate the disturbance and the possibility 
of menstrual failure should be included in 
the postoperative check up of such cases. 


SYPHILIS 


This destructive infection contributes its 
share to menstrual disorders and usually 
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produces an amenorrhea or oligomenor- 
rhea; unless such patients receive adequate 
antiluetic treatment, their disablement may 
become permanent. Attempts at restora- 
tion of the normal menstrual function fre- 
quently require, besides adequate antiluetic 
treatment, additional therapeutic measures. 


ACUTE APPENDICITIS 


My observations are limited to suppura- 
tive appendicitis as ordinary cases of ap- 
pendicitis, lacking as they usually do, the 
extreme toxic elements, do not affect the 
ovaries. The gross pathologic changes in 
the ovary already discussed under acute 
intestinal toxemias were found in two 
patients operated on for acute suppurative 
appendicitis. The rupture of the corpus 
hemorrhagicum had preceded by a short 
time the development of acute suppurative 
appendicitis. 

INFLUENZA AND PNEUMONIA 


In this category may be included the 
common cold which fortunately seldom if 
ever produces any disturbances unless the 
onset just precedes the menstrual period, 
in which case the period is delayed or if 
missed, normally returns at the end of the 
following cycle. 

Following influenza and pneumonia or 
during the course of these diseases some 
degree of disturbance is noted and a cer- 
tain percentage of these cases even though 
uncomplicated, will require corrective treat- 
ment. 

TUBERCULOSIS 

We have all observed the disturbances in 
menstruation which usually accompany this 
disease. The amenorrhea and oligomenor- 
rhea frequently noted are largely the result 
of the destructive effects of the tuberculo- 
toxin upon the hormone and the follicle; 
here again the diminution or absence of 
the menstrual phenomena is in proportion 
to the intensity of the toxemia and not, as 
formerly supposed and taught, due to an 
attempt on nature’s part to conserve blood 
loss in the interest of the patient. 

The menstrual history in cases of tuber- 
culosis frequently points to irregularity or 
diminution of the menstrual period for 
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many months before the true nature of the 
disease is discovered and total absence of 
menstruation is often noted in cases of 
acute pneumonic-phthisis; all these are 
points of diagnostic interest. 

The further observation made is that the 
reappearance of menstruation parallels the 
systemic as well as local recovery of the 
patient. In most cases this favorable 
change can be accepted as of real prognostic 
value, so much so that the entire pulmonary 
picture which points to recovery is accom- 
panied by gradual and progressive restor- 
ation of the normal menstrual picture. 


CONCLUSIONS 


1. Toxemias associated with acute infec- 
tious diseases affect menstruation adverse- 
ly. Such cases as are affected will depend 
upon the severity as well as the duration 
of the infectious process. 


2. Suppurative infections appear to fur- 
nish the greatest percentage of ovarian im- 
pairment. 

3. Toxins appear to have a stimulative 
as well as a depressive effect upon the 
ovaries, depending upon in which phase of 
the cycle they become active. 

4. The harmful effects of toxins may be 
upon the circulating hormone, the follicle 
or both. 

5. With the possible exception of gonor- 
rheal infection, these disturbances are func- 
tional and capable of correction. Not 
more than one or two months should elapse 
before instituting treatment. 

6. Only such patients as have been sub- 
jected to a severe or long standing toxemia 
may become permanently disabled. These 
patients should not be left entirely to their 
own devices or to nature, but should be 
treated as promptly as possible. In con- 
sidering therapy let me remind you that 
the use of ovarian hormones plays only a 
part in it. 


SUMMARY 


The purpose of this paper is to report 
observations and stimulate thought in the 
hope that others will confirm and add to 
these findings. 
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BURNS, AN UNSOLVED PROBLEM* 
ISIDORE COHN, M. D.7 
NEW ORLEANS 


When one observes severely burned pa- 
tients, there are several phenomena which 
are very striking, the febrile reaction, the 
asthenia, and the evidence of a toxemia 
which does not seem to respond in some 
cases to any type of therapy. 


Death follows in an alarming number of 
cases. One cannot help but be impressed 
with the high mortality and the seemingly 
unexplained reasons for the fatality. When 
an investigation is undertaken, there are 
several facts which are striking. I might 
say further, from a careful review of the 
literature, my observations are similar to 
others in that there are many problems 
which remain unsolved. In the series of 
cases which I have studied, many methods 
of treatment have been employed both for 
first aid and subsequent purposive methods. 
This situation prompts the question, why 
is there no accepted standard method for 
the treatment of burns? The answer is not 
difficult. Even though burns must be one 
of the oldest known injuries experienced by 
man, science has as yet not obtained the 
answer to the cause or causes of the symp- 
tom complex which follows these injuries. 


A brief review of the literature will sat- 
isfy the curious investigator that many and 
varied methods for treatment and as many 
explanations have been offered to account 
for the symptoms. 


However before entering into the theories 
and methods of treatment, it might be well 
to mention briefly a few facts. From the 
Vital Statistics of the United States Regis- 
tration Area, it is observed that there were 
6,509 deaths from burns in 1934. This is 
slightly more than any year during the 
last decade, the average per year during 
the decade 1926-36 was 5,903. 

*Read before the fifty-ninth annual meeting of 
the Louisiana State Medical Society on May 4, 
1938, at New Orleans. 

*From the Department of Surgery, Graduate 


School of Medicine, Louisiana State University 
Medical Center. 
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From 1926-1936, inclusive, there were 
2,918 burn cases admitted to Charity Hos- 
pital in New Orleans. Of this number, 586 
died, or 20 per cent. In the five year period, 
1932-1936, inclusive, there were 1,154 cases 
with 209 deaths, or a mortality of 18.1 per 
cent. 

There are very few surgical conditions 
which we approach today in which the mor- 
tality is so high or where we are confronted 
with so many problems which are not clear. 
There is neither a unanimity of opinion as 
to the etiology of the cause of death, the 
early and late manifestations of serious 
burns and, if one is to judge by the lack of 
uniformity of management, there is any- 
thing but a definite routine for the manage- 
ment of these cases. It must be accepted 
as axiomatic that in order to treat any con- 
dition rationally, there must be an under- 
standing of the phenomena which are pre- 
sented. Without this, treatment remains 
empirical and optional. Through the ages, 
various explanations have been offered and 
treatment instituted. A brief statement of 
some of the theories and methods of treat- 
ment which have been used is all that can 
be included. Sufficient, however, will be 
stated to indicate the confusion which still 
exists. 

From Cooper’s “Dictionary of Practical 
Surgery” (1843), I should like to quote the 
following : 

“Two general methods of treating burns have at 
all times been followed. One consists in the ap- 
plication of substances which produce a cooling or 
refrigerant effect; the other in the employment of 
calefacient or stimulating substances. When burns 
are produced by gunpowder, and the skin more or 
less destroyed, cooling emollient applications were 
formerly thought most effectual, and a liniment 
composed of equal proportions of lime-water and 
linseed-oil gained the greatest celebrity. Even at 
this day, the application is very often employed.” 

BARON LARREY’S PLAN 

He recommends dressing all deep burns with fine 
old linen spread with saffron ointment, which, he 
says, has the quality of diminishing the pain and 
preventing irritation, by keeping the nervous pa- 
pillae from coming into contact with the air, or 
being pressed by the linen and clothes. This oint- 
ment is to be continued till suppuration takes place, 
after which Larrey employs the ointment of styrax 
for promoting the detachment of the eschars, and 
checking the extension of the sloughing. As soon 
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as the dead parts have separated, he gradually sub- 
stitutes dry lint, with strips of linen spread with 
cerate. When the vessels exceed the level of the 
edge of the sore, he touches them with the argen- 
tum nitratum, and he occasionally applies a weak 
solution of the oxymuriate of mercury, or of the 
sulphate of copper. 


DR. KENTISH’S PLAN OF DRESSING BURNS WITH 


RAW COTTON 


“In America, it is asserted that the best appli- 
cation for superficial burns is raw cotton, thinly 
spread out, or carded, and put directly on the in- 
jured part. 

“The burnt parts, if vesicated, are to be washed 
with tepid water, and the fluid evacuated by small 
punctures. Or, if more deeply scorched, they may 
be bathed with a spiritous or turpentine lotion. 
The cotton is then applied, layer after layer, until 
the whole surface is not only covered, but pro- 
tected at every point, so that pressure and motion 
may give no uneasiness. 


“According to Dr. Anderson, there appears to 
be a twofold effect from this kind of treatment. 
The primary effect arises from the exclusion of 
the air, and the slowly conducting power of cotton, 
by which the heat of the part is retained, while a 
soft and uniformly elastic protection from pressure 
is afforded. 

“The ‘exclusion of the air’ is the true indication 
in the treatment of burns.” 

A continuous stream of investigations 
and explanations have followed since the 
work of Baraduc in 1862, who suggested 
that increased viscosity of blood following 
severe burns was the responsible factor. 
Not again till 1927 was this theory seriously 
advanced. 

Underhill at New Haven, Connecticut, 
made a notable contribution after careful 
study of twenty patients who were victims 
of a theater fire. Underhill’s conceptions 
are based on the following observations: 

“1. Clinically, severe blood concentration 
may be encountered when water is refused 
for prolonged periods as is noted in mental 
cases. 

“2. Individuals exposed to high heat of 
the desert or boiler rooms often show 
marked blood concentration. 

“3. Concentration of the blood even in 
moderate degrees results in recognizable 
symptoms. 

“4. The blood becomes an ‘inefficient 
oxygen carrier’, resulting in partial as- 
phyxiation of the tissues. 
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“5. When blood concentration has 
reached a certain high level, a disturbance 
of the heat regulating mechanism occurs. 
The temperature, at first elevated, falls and 
vital activities are suspended. 


“6. In extensive superficial burns con- 
centrated blood may be chiefly responsible 
for the clinical symptoms evoked. 

“7. The composition of the blood when 
highly concentrated shows various changes 
such as increased viscosity, and the N.P.N. 
is generally augmented. 

“8. The direct cause of blood concentra- 
tion in burns is changed permeability of the 
capillary walls. 

“9. When blood concentration reaches 
140, danger enters and life is not possible 
for long if this level is maintained.” 

Underhill emphasizes these statements in 
his conception of the treatment as follows: 
“If by any means blood concentration can 
be prevented or abolished, the chances of 
recovery are very materially increased. 

“The systematic treatment consists 


simply in forcing fluids, to keep blood con- 


centration near a normal level, until the 
blood capillaries in the skin are capable of 
holding within themselves the fluid of the 
blood in a normal manner.” 

In 1868, Wertheim suggested that deaths 
from burns were due to a circulating toxin. 
The origin and nature of the toxin have 
been the source of much controversy. 

Avdakoff in 1876 reported that the 
“blood of a burned animal was toxic to 
healthy animals.” 

In 1914, Pfeiffer concluded that the 
poison was produced at the site of the 
burn. 

Robertson and Boyd arrived at the fol- 
lowing conclusions with reference to the 
factors responsible for toxemia and death 
in burns: 

“1. Death from burning occurring within 
the first twenty-four hours is practically 
always due to primary shock; later than 
this, it is due to toxic shock. 

“2. There is a toxin produced in burned 
tissue, which circulates in the blood and 
which causes the symptoms seen in bad 
superficial burns, and in some cases, death. 
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“3. Extracts of burned skin are toxic. 


“4. There is increased protein catabolism 
in burns as evidenced by the increase in the 
N.P.N. and urea nitrogen of the blood. 

“5. Whole citrated blood from burn cases 
is toxic. Solutions of the corpuscles prop- 
erly treated are more toxic than whole 
blood. 


“6. The toxic substance consists of two 
portions, one of which is thermostabile, dif- 
fusable and neurotoxic; the other is thermo- 
labile, colloidal and necrotoxic. Chemically 
the toxin consists of primary and secondary 
proteoses.” 


Wilson and his associates at Edinburgh 
made an _ interesting and informative 
series of experiments on the formation of 
toxins in burned tissues: “The etiology of 
acute toxemia has not yet been definitely 
established. Clinical and pathologic studies 
strongly suggest that it may be caused by 
the formation of a toxin or toxins in burned 
tissues and the absorption of such toxin 
into the circulation. 


“We decided to investigate first the 
question of toxin formation in burned tis- 
sues. 


“The experiments were carried out on 
rabbits. When excessive heat is applied 
to the skin of a rabbit, there is no blister- 
ing, but a considerable quantity of edema 
fluid accumulates in the subcutaneous tis- 
tues. 

“At varying intervals after burning, the 
edema fluid which had accumulated was 
collected. 

“The toxicity of edema fluid was tested 
by intravenous injection (into an ear vein), 
by subcutaneous and intraperitoneal injec- 
tion in unanesthetized rabbits, and by in- 
traperitoneal injection in mice. 

“The quantities injected were from 2 to 
20 c.c.; 5 to 10 c.c. was an average dose. 
After a certain period following burning 
the edema fluid became highly toxic, and 
the development of toxicity was gradual. 
At forty-eight hours the fluid was fre- 
quently lethal. 

“In animals surviving for a few hours 
or longer, the liver was the organ which 
sustained particular damage; abnormalities 
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in the kidneys, gastrointestinal tract, brain, 
heart, lungs, or suprarenals were slight or 
absent. 

“The gradual development of toxicity of 
edema fluid in the absence of bacterial 
growth strongly suggested that autolysis of 
injured tissue was responsible for toxin 
formation. The possibility that the toxic 
principles were products of protein cleav- 
age was therefore tested. 

“The results showed that the toxic prin- 
ciples were present in both albumin and 
total globulin fractions, but were probably 
associated mainly with the globulin frac- 
tion.” 

CONCLUSIONS 


“1. Edema fluid which accumulates in a 
burned area gradually acquires toxic prop- 
erties. 

“2. The development of toxicity is inde- 
pendent of the action of bacteria; there is 
evidence that autolysis of injured tissue is 
the responsible mechanism. 

“3. A study of the actions of toxic edema 
fluid suggests the presence of more than 


one toxic component, and that the propor- 
tions of the components vary in different 
samples. 

“4. The effects produced include toxic 
action on the nervous system, circulatory 
depression, and degeneration of liver cells. 

“5. The toxic principles are associated 


mainly with the globulin fraction. The 
evidence at present available indicates that 
the more active principles are higher pro- 
tein derivatives.” 

Many observers have advanced the 
theory of suprarenal insufficiency as a 
cause of death in burned patients. This 
theory is based on changes found at post- 
mortem in severely burned cases. 

Massabuau and Ginestie state: “Only 
three theories are based on sound clinical, 
biologic and experimental arguments: 
toxemia, suprarenal insufficiency and ab- 
normal concentration of the blood. 

“The three above mentioned theories of 
death from burns supplement each other. 
One must admit that toxemia is present in 
all grave burns; a massive general intoxi- 
cation may be fatal; in other cases the 
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poisoning may attack chiefly one organ 
and produce a toxic nephritis with anuria, 
or a suprarenalitis.” 


Inouye states: “Intoxication seems to be 
considered as the main cause of death by 
the majority of writers at the present time. 
The author performed autopsies on three 
burn cases; changes in the suprarenal 
glands were observed. The author shares 
the opinion of Niemeyer and others that 
the changes in the suprarenal glands after 
burns are the direct result of poisoning 
with abnormal products of decomposition 
of proteins; similar marked changes also 
occur after burns in other organs, especially 
in the kidneys and liver. In agreement with 
Takeuchi, the author believes that the 
suprarenal lesions following burns repre- 
sent nothing else but a sign of a general 
poisoning with products of decomposition 
of proteins; under no circumstances can 
such changes be considered as a direct cause 
of death from burns.” 


G. Riehl states: “The problem of the 
pathogenesis of death due to burns has been 
a subject of study for a number of genera- 
tions. It is generally assumed at present 
that we have to deal here with an auto-in- 
toxication of the body conditioned by the 
toxins resulting from the burned tissue. 


“In severe burns we have to deal with an 
intoxication produced by absorption of sub- 
stances formed in the region of the burned 
skin, substances which are directly or in- 
directly responsible for the symptoms. In 
the cases where life is maintained for a con- 
siderable length of time following the burn, 
there occur changes in the circulatory ap- 
paratus which are expressed in an injury 
to the blood capillaries, as a result of which 
there occurs a loss of plasma and an in- 
crease in the viscosity of the blood. Some 
of the symptoms are also conditioned by an 
injury to the organs, especially an injury 
to suprarenals, chiefly its cortex. The 
causes of the symptoms observed in associa- 
tion with burns are therefore represented 
by numerous complex factors. The prob- 
lem still remains unclear.” 


Peyton Barnes in 1933, presented a splen- 
did thesis based on 205 cases observed dur- 
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ing a period of thirteen years, 1920-1932. 
There were forty deaths, or a mortality of 
19.5 per cent. These deaths occurred in 
two periods, those during the first twenty- 
four hours and those which occurred in 
from one to three weeks. It is particularly 
the second group which is of importance 
if we are to improve our results, and it is 
the pathology of this group which we must 
appreciate if we are to treat them rationally 
and not empirically. The manifestations 
noted by Barnes are similar to those which 
we have noted. “The temperature is 
usually above 100°F and the pulse is rapid. 
After ten days or so and for no apparent 
reason, diarrhea, anuria or some other un- 
toward symptom develops. The patients be- 
come irrational and delirious and go into a 
state of profound shock and die with dra- 
matic suddenness.” He concludes that “‘the 
theory of toxin formation provides a firm- 
er foundation on which to rest the weight 
of our clinical impressions.” He based his 
attitude on the fact “that it seems to have 
been conclusively proved that traumatized 
tissues may serve as a source of toxin 
formation,” and the application of the 
principle of “removal of this traumatized 
tissue has proved efficacious in the relief or 
prevention of shock.” 


Ail forms of treatment from protective 
ointments used by the ancients to present 
day adaptation of the principle by the use 
of ambrine, open air treatment, continuous 
immersion and debridement, have been ad- 
vocated. A brief summary of these methods 
will be sufficient warrant for the lack of 
uniformity in the handling of burns at the 
present time. 


The modern revival of the occlusive type 
of dressing for burns was due to the work 
of Barthe de Sandfordt working in China in 
1902, when he made use of his paraffin 


wax. The method was popularized in 
America through William O’Neill Sherman. 
Sherman claimed for the ambrine treat- 
ment, “relief from pain, maintenance of a 
constant temperature, a protective dress- 
ing to the proliferating tissues and the heal- 
ing without apparent contracting cicatrices 
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and without causing functional disabili- 
ties.” 


In 1887, W. P. Copeland of Eufaula, Ala- 
bama, advocated the open air treatment for 
burns, that is, no dressings, “mosquito 
netting to keep off flies. I would sum- 
marize by saying that the method, too often 
adopted, of daily washing off burns or open 
wounds with water, and removing the 
secretions only breaks up the delicate ad- 
hesions that have taken place since the 
last dressing, and keeps up the irritation by 
pulling off and washing away the very sub- 
stance with which nature is trying to re- 
pair the injury.” (Copeland) 


According to Sneve, Archdall Reid, in 
1899, described a modification of Cope- 
land’s method and in 1905, Sneve of St. 
Paul revived the method. He said: “Obser- 
vation of a considerable number of burns 
has shown me that the burns of the face 
when left exposed to the air speedily crusted 
over and healed rapidly underneath nature’s 
own dressing, while burns of no greater 
depth or area on the trunk or limbs treated 
simultaneously with occlusive dressings, 
dragged along interminably. 


“The moisture from the perspiration and 
the exudation from the wound being re- 
tained, every dressing speedily became a 
wet poultice, and it was a logical step to 
assume that the toxemia resulting in 
emaciation, fever, and nephritis was due 
mainly to absorption from the wounds. 
Death being apparently a matter of a short 
time to the patient, we removed the occlu- 
sive dressings and exposed his wounds to 
the air. 


“Sixty-three patients were treated at the 
City and County hospitals from January 1, 
1903, to January 1, 1905, according to the 
open air method, with fourteen deaths, nine 
of which occurred in children. The fact 
that pain only lasted a short time, that 
nothing further than keeping the wounds 
clean was required, that stiffness in nearby 
joints from disease did not develop, and 
that the time required for healing was 
shortened about two-thirds as compared 
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with our usual method, make the results 
noteworthy.” 


Thomas J. Tuder in 1915 stated: “An 
open air treatment of burns, which is be- 
coming more and more popular year by 
year, will doubtless be the method of the 
future.” 

The treatment of burns received a dis- 
tinct impetus as a result of the epoch mak- 
ing studies of the late Edward C. Davidson 
of Detroit. His work was so significant 
that it is well to quote him extensively: 
“There is certain convincing evidence that 
suggests the formation at the site of the 
burn of a toxic substance, the absorption of 
which is responsible for the constitutional 
reaction. 


“The clincial course which follows exten- 
sive superficial burns cannot be attributed 
to interference with any of the functions 
of the skin, nor can it be ascribed to the 
known changes of the blood. 


“Of the various theories presented there- 
fore, that which attributes the constitu- 
tional reaction to absorption of some toxic 
substance or substances from the burned 
area is most strongly supported by the 
available evidence. 

“The clinical and experimental facts sug- 
gest that the rational manner of combating 
the toxemia would then lie in some form 
of local treatment, which would prevent the 
absorption of autolytic products of protein 
decomposition. This might be accomplished 
(1) by arresting the autolytic process; (2) 
by removing the products of decomposition 
mechanically or by baths; (3) by slowing 
the process of absorption by the use of vaso- 
constrictor drugs; and (4) by causing a 
local coagulation of all devitalized tissue. 

“The fourth possible means of limiting 
absorption of the toxic material by coagu- 
lation or precipitation of the injured pro- 
tein was suggested to the writer by the ob- 
servation of Pfeiffer that the toxic extract 
from burned tissue is precipitated in vitro 
by bichloride of mercury in acid solution or 
by phosphotungstic acid. In view of the 
fact that there is a large absorbing surface, 
this treatment is not without danger. 

“While investigating the possibility of 
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using phosphotungstic acid as a coagulant, 
the writer was advised by E. C. Mason of 
the similarity of tannic acid and phospho- 
tungstic acid in regard to the property of 
precipitating protein. Tannic acid precipi- 
tates proteins, alkaloids, some glucosides 
and the salts of the heavy metals. It forms 
a more or less stable compound with the 
protein constituents of the body fluids and 
cells. 


“When applied to a burned surface in 
dilute solution, further penetration into the 
deeper lying protoplasm is apparently pre- 
vented by this action and the true astrin- 
gent effect appears to be limited exclusively 
to the most superficial layers of tissue. The 
precipitated proteins in the surface treated 
provide a protective coating against chemi- 
cal, bacterial, and mechanical action as well 
as against sensory and inflammatory irri- 
tation. 


“From the foregoing consideration of the 
properties of tannic acid, it is evident that 
it might be efficacious in precipitating the 
poisonous materials in burned tissue and 
thereby in preventing their absorption.” 


This is a preliminary report. The sta- 
tistical studies have not been completed. 
Therefore, the summary of my data is sub- 
ject to correction as the work progresses. 

There are certain obvious facts: 


1. Of all patients who died as a direct 
result of burns, more than 90 per cent died 
within 30 days. 

2. About 35 per cent died within the first 
twenty-four hours. 

The deaths which occur within the first 
twenty-four hours are _ usually those 
patients in whom the burned area involves 
a large part of the body surface. Even in 
this group, a marked febrile reaction oc- 
curs in about 30 per cent of the cases. 
Primary shock is recorded as having been 
present in more than two-thirds of this 
group. Many of these patients are record- 
ed to have been either “delirious, uncon- 
scious or irrational,” before death. 

Approximately 55 per cent to 60 per cent 
of the cases fall into the group dying be- 
tween the second and the thirtieth day. The 
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outstanding facts noted so far by study of 
this group are: 

1. Persistent febrile reaction is noted 
which at times reaches 105° to 106°. 


2. There is a marked frequency of pul- 
monary complications. 


3. The blood chemistry findings have not 
shown a constantly high N.P.N., although 
in one case it is recorded as having reached 
200 or more. The urinary findings do not 
regularly show blood and albumin. The 
records indicate, however, that many of the 
patients had evidence of an acute nephritis. 
In a few cases, Curling’s ulcer was noted. 


Clinically, along with the febrile reaction, 
there is evidence of a marked asthenia, and 
dehydration in spite of efforts to supply 
fluids. The records indicate that many of 
the patients had a marked toxemia. In 
many of these patients there was a lack of 
mental clarity. 


There are no data presented which are 
contradictory to the toxemia theory as the 
cause of death in burns. After reviewing 
the literature and reviewing the records 
and my own personal observations, it seems 
fair to conclude that: (1) burns produce a 
toxic substance in the burned tissues; (2) 
that this toxic material is absorbed and the 
effect of these toxic substances is evidenced 
by the production of organic changes in the 
liver, the adrenals, lungs, and even the 
blood vessels themselves. 


Dehydration results in extensive burns. 
This fact is responsible for the definite 
diminished blood volume and the dimin- 
ished oxygen carrying power of the red 
blood cells. 


There is nothing incompatible in the 
three main theories of the cause of death 
from burns, in fact, each one is comple- 
mentary to the other. Our problem, as 
clinicians, is to heed the lessons of these 
theories. 


At the present time it is safe to say that 
there are certain indications in the manage- 
ment of burns. 


1. Prevention of further shock. 
2. Relief of pain. 
3. Raise blood vascular volume. 


4. Prevent absorption of toxins. 


5. Avoid development of secondary con- 
tractures. 


6. Future efforts should be made to de- 
termine, when occasion arises, the bio- 
chemical changes by adequate studies of 
blood concentration, liver function, kidney 
function, suprarenal function. 


7. Every effort should be made to utilize 
the vast amount of pathologic material 
from postmortems so that comparative data 
from various centers will be usable for 
purposes of definite statements with refer- 
ence to exact pathologic findings in burned 
cases. 

In studying any subject one should fix 
a goal toward which he will strive. Such 
a goal in the study of burns will entail an 
elaborate biochemical series of investiga- 
tions and an associated group of workers 
who would be able in emergencies to carry 
on the program. An outline of such an 
“ideal” investigation for scientific data is 
here submitted and the reasons submitted 
for each step which seems to need explana- 
tion. The obvious need for certain parts of 
the outline will not be remarked. The fol- 
lowing chart, I believe, contains data which 
might be useful for such a study. 


BURNS 


Name 
Age Sex 
Admitted 
Hospital no. of record. 
Result. 
Location of burns. 
Degree of burns. 
Extent of burns. 
Description of lesions, 
Cause of burns, 
Symptoms 
Primary shock, 
Secondary shock. 
Blood Pressure Readings 
Laborstory Data 
a. Leukocyte count. 
Red count. 
Differential. 
Hemoglobin. 


Address 
Race 


Readmitted 


S. M. W. 
Discha ged 


Improved Died 


Llood volume determination. 
Liver function test. 
Blood chemistry. 
Urie acid. 
a 
d. Urinary findings. 
e, Cultures and smears from wound, 
14. Febrile reaction. 
15. ‘(haracter of graphic chart. 
16. Mental symptoms, 
17. Emaciation. 
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18. Appetite. 
19. Treatment. 
a. Primary or emergency. 
Secondary. 
b. Infusions, 
ec. Transfusions. 
Complications. 
Infections. 
Pulmonary complications 
Cerebral. 
Gastrointestinal. 
Mortality. 
Morbidity. 


Need for secondary plastic operation. 


Type of skin graft used and stage of the disease 
resorted to, 
End results, 
Freedom of motion of joints. 
Contractures, 
Deformities. 

In reality only the laboratory data men- 
tioned need any comment. Since some ob- 
servers have laid so much stress on dimin- 
ished blood volume, increased hemoglobin 
content, and organic changes in the liver 
and adrenals, it would be of value to esti- 
mate as nearly as possible, the available 
biochemical data in burn cases so that posi- 
tive assertions either in agreement with 
other theoretical conclusions or results that 
are not in accord may be presented. In that 
way, scientific conclusions will eventually 
be arrived at. In the future, I hope to make 
a further report. 


SUMMARY 


1. The alarming death rate from exten- 
sive burns has been noted and an attempt 
has been made to correlate the facts as I 
have studied them with the various theories 
given for the cause of death in burns. 


2. The most logical of all theories seems 
to be that of toxemia, the result of circula- 
tion of toxins produced at the site of the 
burn. 


3. Primary shock has been noted in two- 
thirds of the patients dying within the first 
twenty-four hours. 


4. A persistent febrile reaction has been 
noted in a large proportion of patients 
dying between the second and thirtieth day. 
About 90 per cent of all patients who die 
from burns die within the first thirty days. 
About 35 per cent die within the first 
twenty-four hours. 


5. A discussion of the methods of treat- 
ment has been entered into. 
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6. Every effort should be made to have 
available reports on burns so that records 
from one medical center will be comparable 
with those from another. An outline for 
the investigation of available scientific data 
in cases of extensive burns is submitted. 


A further report will be made later as my 
study on the subject progresses. 


I wish to express my sincere appreciation to Mrs, 
Greenwald, in charge of the Record Room, Charity 
Hospital, for her kind and generous cooperation. 
I wish further to express my appreciation to Dr. 
Karlin and to Dr. Penick for their assistance in 
studying the statistics and to Miss Giselda Napo- 
litano for her willing cooperation in the prepara- 
tion of this paper. 
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DISCUSSION 


Dr. R. M. Penick (New Orleans): As Dr. Cohn 
indicated, there has been a tremendous amount of 
contradictory work on this subject. For example, 
many investigators have been able to find a toxin 
in the burned tissue and in the blood, while an 
equal number have been unable to find such a 
toxin or to demonstrate it in any way. One in- 
vestigator has even produced an antitoxin against 
this very elusive toxin about which there is no 
definite and uniform information. 

All this confusion makes me feel that there 
should be a very definite attitude on the part of 
the clinician towards the treatment of these burned 
cases. My own attitude is this: I feel that we have 
demonstrated a great many of the pathologic 
changes that occur in the burned patient, and I 
feel that our methods of treatment should be form- 
ulated on this basis: We should treat these path- 
ologic processes which we have proved to be pres- 
ent in the burned patient. Of these pathologic 
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processes, the first is, of course, shock. This phe- 
nomenon occurs in a large percentage of the pat- 
jents who have very extensive burns. Another one 
of these processes that soon occurs is blood con- 
centration, which was first pointed out by Under- 
hill. This occurs within the first twenty-four 
hours; in fact, by the end of the first twenty-four 
hours is well established. Very soon, also, blood 
chemistry changes occur; a great many of these 
are dependent upon the blood concentration, but 
there are others which are very important that do 
not seem to be dependent on this, for instance, re- 
duction of chlorides in the tissues. It is also true 
that in burns infection usually becomes very well 
established at the end of eighteen hours. So you 
see in the first twenty-four hours several processes 
take place at the same time and give a very com- 
plicated picture, in fact one in which it is often 
difficult to evaluate the component causes. 


The burned patient who goes along a little while 
longer then develops secondary anemia, and this, 
about the third week, has a tendency to precipitate 
various types of complications, like deep infections, 
nephritis, and sometimes septicemia. Therefore, I 
believe that in a well treated series of cases of 
burns, over 85 per cent of the deaths will occur 
within the first thirty-six hours. Then there will 
be few deaths for a number of days, in fact for 
almost three weeks, and then we will begin to get 
a few deaths from complications. 


My attitude has been to treat these pathologic 
processes as they occur, and if this is done properly 
we have done justice to the patient. However, ade- 
quate treatment means enough morphine to con- 
trol pain; enough fluids actually to correct the 
blood concentration; enough sodium chloride to 
make good the body’s loss; and proper therapy ef- 


fectually to prevent infection and anemia. Too 
often therapeutic measures are not vigorous enough 
to correct the conditions at which they are aimed. 

In regard to local treatments, there is one prin- 
ciple which is too often neglected. I refer to the 
fact that the lesion is regarded and treated too 
long as a burn, and not as a wound. As soon as 
the patient’s life has been saved and the dangerous 
first forty-eight hours have passed, in most in- 
stances the general condition is improved; from 
then on the burned area should be regarded as an 
extensive superficial wound. Efforts to obtain 
wound healing should be instituted as soon as pos- 
sible; certainly no case should be allowed to go un- 
healed more than thirty days without skin grafting. 
Instead, in small burns, where life is not endang- 
ered, the burn should be treated as a wound from 
the beginning and grafting can be done the day fol- 
lowing the injury. Such very early grafting is 
Particularly applicable to burns of the face and 
hands where the cosmetic and functional result is 
of importance. 

Of course, there are many unsolved problems in 
cur knowledge of burns but the clinician must have 
a rationale of treatment. My attitude is to treat 
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adequately those abnormalities which are known to 
exist. 

Dr. David I. Hirsch (Monroe): Living as I do 
in a locality where there are large gas fields, my 
experience with burns has been extensive. A few 
months ago I had the pleasure of spending a day 
or two with Dr. Willis Campbell, at Memphis, and 
while there met Dr. Balhlus, from Vienna. He 
stated that burns were the most unsatisfactory 
things they had to handle, but our results have 
been very satisfactory and are due to a method 
originated by Dr. McHenry of Monroe. Of course, 
there must be supportive treatment. One of the 
salient features of burns is the relief of pain. The 
pros and cons of local treatment are so numerous 
I will not discuss them except to mention the treat- 
ment we use. The results have been good and I 
hope Dr. Cohn will try the method. We have used 
% to 1 per cent of mercurochrome powder and 
zine oxide ointment, with a little vaseline sufficient 
to soften the ointment. Whether it prevents the 
absorption and formation of toxins from the decom- 
position of the destroyed tissue, we do not know; 
we do know that the results have been remarkable. 
Contractures and scar formations are less. I recall 
a series of nine cases of extensive burns in which 
the results were very gratifying. Of course we 
have deaths the same as anyone else; we do not 
cure all. But we think the results from our treat- 
ment have been sufficient to warrant the message 
at this particular time. I think all credit should 
be given to Dr. McHenry. 

Dr. P. B. Salatich (New Orleans): I do not 
know anything more distressing to treat than an 
extensive burn. The picture that comes to mind 
is first the disfigurement, especially if this patient 
has extensive burns of the face and chest. We 
know that death will depend on the extent and lo- 
cation of the burn. A very deep burn on a local- 
ized area, on the leg for instance, will give better 
results than a superficial burn over the entire 
body. Surgeons fear gangrene, especially about 
the appendix. If you have a gangrenous process 
involving the cecum, you know when this gangren- 
ous material begins to be absorbed that the fatality 
is astounding. I have seen them die in six hours. 
What happens in burns is that there are a lot of 
gangrenous areas, which may be superficial or may 
not, and the toxicity depends on the toxin pro- 
duced by the gangrenous tissue. So far as exten- 
sive burns are concerned, I doubt whether we will 
ever be able to find something that will help the 
mortality. 

As to treatment, I have tried water treatment. 
It goes back thirty-five years to Charity Hospital 
when I was an intern; we tried giving the patients 
baths in saline and tried all forms of moist treat- 
ment. I have one way of treating burns and that 
is ambrine. I have had patients deeply burned, 
to the third degree and especially around the face, 
—I recall two cases especially; you cannot find any 
evidence of a scar on either of these two patients. 
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The reason ambrine is not used more frequently is 
that it is a lot of trouble. 

Dr. Isidore Cohn (In closing): Before making 
an attempt to answer the questions, I want to 
read a quotation from Wilson’s of Edinburgh work, 
mentioned in my paper: “The gradual development 
of toxicity of edema fluid (in the experimental 
animals) in the absence of bacterial growth strong- 
ly suggested that autolysis of injured tissue was 
responsible for toxin formation.” In animals which 
were subjected by experimental means to burns, 
the findings show that these animals do develop 
toxemia from which they die. 

With reference to the blood concentration as 
having first been suggested by Underhill, let us go 
back to 1862, when Baraduc suggested increased 
viscosity. You must have blood concentration in 
order to have increased viscosity. 


With reference to the multiplicity of pathologic 
conditions, of course, we have them in burns, but 
it is an easier way to have a conception of all 
toxins, all pathologic conditions, arising from a 
common source, just exactly as the human race 
had an origin in a particular place and began to 
migrate. 
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I believe definitely that we should have certain 
concepts about the treatment of burns. Relief of 
pain and efforts to overcome shock are the most 
important immediate indications. Shock is not per- 
sistent. The febrile reaction, changes in the lungs 
and other organs, are due to some cause, which 
for want of a better name we can call “circulating 
toxins.” At least for the present, it seems that 
circulating toxin explains the symptoms which one 
finds. In all burned cases, suprarenal involve- 
ment has not been found, so we cannot put that 
down as the primary cause of death in the ma- 
jority of cases. If it was a constant finding, we 
would find it present in the first thirty-six or 
forty-eight hours. Shock may be the cause of 
death in these cases, but those who live long enough 
after that and die do not all have suprarenal in- 
volvement. Suprarenal involvement is secondary 
to the toxic process, and I believe that comes nearer 
to answering the question. 


The ointment Dr. Hirsch suggests is, I think, 
another method of getting at the same thing. That 
particular ointment in all probability is as good as 
a great many others. 





THE CARE OF COMPOUND INJURIES 
OF THE FACE* 


JAMES BARRETT BROWN, M. D.7f 
St. Louis, Mo. 


In any serious facial injury, besides 
fractures, there may be complications about 
the mouth, nose, orbit and nasal sinuses, 
and such a lesion may be called a “com- 
pound injury of the face.” 

If the patient has been unconscious, there 
has been some brain damage, and a neuro- 
logic examination, including x-rays should 
be done. Also, in most severe cases, X-rays 
should be taken of the cervical spine as 
fractures are frequently sustained here 
from the snap blows the head may receive. 

In the instance of extensive laceration 
and the presence of foreign bodies, it may 
be best to wait until the patient is in the 
operating room before manipulating the 
tissues simply to find out the extent of 
damage. There should be an evaluation of 


*Read before the fifty-ninth annual meeting of 
the Louisiana State Medical Society at New Or- 
leans, May 3, 1938. 

+From the Department of Surgery, Washing- 
ton University School of Medicine, Saint Louis, 
Missouri. 


the loss, or tearing of all the features, the 
extent of detachment of bones and then, in 


regard to the preservation of function, any 
occlusion of the airway, loss of vision, or 
facial paralysis should be definitely deter- 
mined. 

If there is oil in the wound, some may be 
left behind in spite of the most careful de- 


bridement. In explosions such as from 
dynamite, small bits of clay are apt to be 
blown into the body. The same general 
rules apply here as elsewhere for the use 
of antitetanus and anti-gas bacillus serum. 
THE LOWER JAW 
X-ray diagnosis should be relied upon in 
all questionable cases. Complete views of 
both sides, including both condyles and the 
symphysis should always be taken, because 
one or more fractures may be missed on 
physical examination. 
THE UPPER JAW 


Demonstrating the regions of the maxil- 
lary bones and locating fractures may be 
very difficult. Good ideas may be obtained 
of the position of the heavier ridges of 
bone, such as the orbital borders, frontal 
processes of the maxilla and the whole 
zygomatic arch, and, since these are the 
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main guides for the restoration of contour, 
attention should be centered on them, and 
an adequate number of views taken. 


Patients with extensive upper jaw injury 
should have the benefit of a complete skull 
series study, whether there has been evi- 
dence of brain injury or not. 


WHEN TO DO THE PRIMARY REPAIR 


It is thought definitely that these wounds 
and fractures should be cared for in the 
first twelve to twenty hours, if possible, be- 
fore swelling, organization of clots and in- 
fection have occurred. If the patient is seen 
later than twenty hours and there will be 
the necessity of manipulation through 
heavy contaminated clots, then the replace- 
ment of bone fragments might be delayed 
although the soft parts might still be ap- 
proximated. 

Delay in treatment is to be made, as has 
already been mentioned, if there is neuro- 
logic damage that necessitates care or com- 
plete rest; if the general condition is such 
as to require transfusion or other relief of 
shock, and, if the patient is intoxicated, no 
jaw-to-jaw fixation should be done until 
the patient is recovering, and he is not apt 
to vomit. 

Cleaning of wounds is a most important 
step, and may include saline irrigations, 
soap and water, ether as a solvent if neces- 
sary, the removal of hair, bits of clothing, 
all possible foreign bodies and detached 
chips of bone, and finally the application 
of antiseptics. The decision of when to 
clean and when to give the anesthetic is 
somewhat difficult, but a simple rule could 
be to clean as far as possible with the pati- 
ent enduring it, and then get in local an- 
esthetic through the wound itself or by deep 
block, or go ahead with general anesthesia 
if necessary and safe to do so. Oil ground 
into widespread abrasions is difficult to 
remove and may require scrubbing with 
brush and ether or benzine. Powder marks 
are almost impossible to remove completely 
and usually have to be actually cut out, al- 
though this often seems trivial compared 
to the other work necessary. 

The usual idea of debridement, excision 
of edges and all loose torn tissue, should 
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be practiced with care in wounds of the 
face to avoid the loss of any part of a 
feature. 

BONE REPLACEMENT 


The next step is directed toward the re- 
placement and fixation of bone. If the low- 
er jaw is in two, with the covering torn off, 
then direct fixation through the open 
wound, by drilling and fastening the frag- 
ments together will give the quickest com- 
fort to the patient. External dependent 
drainage should be considered in all pati- 
ents. If the nasal airway is occluded, it can 
be re-established by carefully introducing 
a long speculum and dilating it, and then 
slipping through the meatus on each side a 
good-sized rubber tube; other bone replace- 
ments should then be done such as eleva- 
tion of orbits and the nose, and the same 
rule about conservation of bone should be 
applied as for the soft parts. If the sinuses 
are involved, wound infection may be more 
likely if they are already infected; the 
antra are easily drained through their 
fracture lines in the buccal fornix and, if 
the frontals and ethmoids are open, they 
can be left with fairly large rubber tubes 
carried down into the nose. (These should 
not be irrigated later.) Usually, simple 
wires either direct or from jaw to jaw, or 
from side to side of the nose will suffice. 
Dental splints, overhead traction with 
plaster caps and skeletal traction may be 
occasionally necessary, but one premise of 
the work outlined here is to omit complicat- 
ed splints and apparatus if possible. 

SUTURE OF SOFT PARTS 

In irregular tears, a start should be made 
from a known point such as a lip or nostril 
border; if this cannot be determined, then 
a start can be made in the center of a wound 
and the remaining segments bisected with 
each suture until closure is obtained. If 
there are flaps torn loose, it is necessary to 
put them in their proper places to avoid late 
deformity, especially about the lids, nose 
and mouth. 

Surface key sutures may be used for the 
known points, and these may have to be 
deep but they should never be wide. Be- 
tween these, deep fine silk sutures may be 
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Figs. 1A and B. Multiple lacerations of the face with deep cuts into the jaw bone itself and into the frontal bone 
but without fracture. Result of immediate suture of the wounds and application of a sea-sponge pressure bandage (photo- 
graph taken after two weeks). 
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Fig. 1C. Method of tying stay sutures over 
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This is the Gilmer method and there are many devia- 


Simple method of wiring broken lower jaws. 
tions and modifications of it. Strong, stainless steel, iron or heavy brass orthodontia wires are put on all eight bicuspid teeth 


Figs. 2A and B. 


and the jaws wired together in their correct occlusion. 
Simple method of putting on an anterior arch, suggested by Risdon. A rather heavy wire is put on each posterior 


tooth and then their long ends are brought together and fastened in front; then small individual wires from separate teeth are 


attached to this arch. 
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Fig. 3A. Upper Jaw, Orbital and Nasal Fracture: The marked comminution of bone is due to a heavy blow distri 
ited widely over the face. Restoration done by elevating both orbital borders through the antra and elevating the nose 
d holding all fragments in place with packing and wiring without the use of splints. In the x-ray are shown (1) lead 
lates on each side of the nose through which a silkworm gut double mattress suture passes from side to side to hold the nose 
) and the inner eanthi in place; (2) iodoform pack in antrum to hold the orbital border up; (8) triangle wire loop from 


wh in ‘asal spine to incisor teeth to maintain the length of the nose. 
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Figs. 3B and C. Final result after one operative procedure. 

































Figs. 4A and B. Secondary Facial Repair: Tearing out of inner canthus and blocking of nasolacrimal duct so tht 


pus over the globe was the main symptom. Result after a sin gle operation for removal of the blocked tear sac and resuture 
of the scar. 
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Figs. 5A and B. Late Repair of Nasal Fracture Defo-mity: Nasal deformity that has resulted from a fracture early 
in life. It is probable that most late deformities such as this ar* due to unrecognized fractures in childhood and that, if this 
type of injury could be repaired immediately by simply elevatiig the nose back into its original position, many of these late 
ieformities could be avoided. Result of one operation of com >lete freeing and repositioning of the bones and cartilages. 

















Fig. 6. Restoration of Jaw After Eleven Years: Bone 
graft for loss of substances. Rib graft used to bridge 
eleyen-year-old gunshot loss in lower jaw. Fixation of graft 
fragments obtained by wiring graft in place and inter- 
dental wiring. The tooth that has been retained in the 
posterior fragment has been of great help in stabilizing the 
jaw. 
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Figs. 7A, B and C. Keloid Formation and Treatment: Moderate keloid formation after several months. Support of 
wound for three weeks after operation. Final result with some widening after one year but with no keloid formation. 

A plan of operation is to excise the growth and carefully repair the wound with subcuticular stitches only, except 
for deep sutures, if necessary, which are tied over gauze pads as shown in Figure 1C. Not all keloids, especially in negroes, 
respond this well, and, if there is a tendency for recurrence, radium treatment can be tried, using 25 milligrams of radium 
in one millimeter of silver and one millimeter of rubber for one hour per 1.5 centimeter of linear wound length. This small 
dose can be repeated several times safely. 





placed so that the wound edges are closed 
before any other skin sutures are inserted. 
These wounds are apt to be tears rather 
than cuts and the epithelium may be lost 
along the edges, which may be very ragged. 
If these uneven edges are carefully replaced, 
the result may be better than a straight 
line. 

Large or small trap-door flaps often give 
bad final scars because of the tendency for 
a circular contraction, and they should, 
therefore, be closed as carefully as any 
other wound with especial provision to pre- 
vent blood clots under them. 

DRAINS AND DRESSINGS 

Small drains are used at suitable de- 
pendent areas if the necessity is at all ap- 
parent. Careful dressings using marine 
sponges to supply pressure to control 
hemorrhage and swelling, and thereby in- 
fection are extremely important. 

A few further noteworthy subjects are 
as follows: In doing debridements of a 
shotgun injury, an attempt should not be 
made to remove all of the shot. 

Where wide areas of soft tissue have been 
lost, as good a closure as possible should be 
made with an accurate notation of the esti- 
mated loss, for future reference in repair. 


If necessary, simple closure of skin to 
mucosa can be done. 

Bony union need never be expected in the 
upper jaw, mainly because of the thin 
plates of bone here which simply cannot 
bridge across, but fibrous union usually 
suffices for steadiness. In the lower jaw, 
the fracture line may persist on x-ray even 
though there is solid functioning union and 
with visible cortical bone on exploration. 
The reason for this lack of calcium deposit 
is not definitely known but may be due to 
long-continued infection. This is an im- 
portant medico-legal point. 

If orbital borders are left down too long, 
there may be such derangement of the ocu- 
lar muscles that binocular vision may never 
be attained even though the globe is raised. 

Wide suturing, infection, misplacement 
of flaps and keloid formation account for 
most deformities, but secondary repairs are 
necessary in almost all extensive injuries, 
and this possibility should always be con- 
sidered from the start with the patient or 
some responsible relative. 

Space does not permit a complete discus- 
sion of all of the details of care, but some of 
them are discussed in the legends of the il- 
lustrations. 
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FORTIER AND GATELY—X-ray Diagnois 


PITFALLS IN THE X-RAY DIAGNOSIS 
OF INTESTINAL OBSTRUCTION* 


LUCIEN A. FORTIER, M. D. 
AND 
TRACY T. GATELY, M. D. 


NEW ORLEANS 


The purpose of this presentation is not to 
belittle the value of x-ray examination in 
intestinal obstruction, but rather to attempt 
to safeguard it by pointing out some limita- 
tions which, disregarded, may lead to its 
neglect or disuse. Everyone is familiar 
with the fact that normally there is little or 
no gas present in the small intestine in 
adults. (In children there may be consid- 
erable present.) Most of you are familiar, 
too, with the gas shadows which occur in 
the typical x-ray film of mechanical intes- 
tinal obstruction or of ileus. The presence 
of large amounts of gas in the distended 
loops of jejunum or ileum give rise to the 
so-called stepladder or herring bone 
shadows, which are characteristic and 
usually easily recognized. If films are 
made in the erect position or anteropos- 
teriorly with the patient lying on either 
side, this abnormal gas, rising above the 
fluid content of the bowel, gives the so- 
called intestinal fluid levels. These ab- 
normal gas shadows and the fluid levels, or 
their combination, are the characteristic 
findings in the typical case of mechanical 
intestinal obstruction or of paralytic ileus. 
It might be well to state at this point, that 
we do not believe it is possible by x-ray 
examinations alone to differentiate be- 
tween these two conditions, that is between 
mechanical obstruction and paralytic ileus. 
Some roentgenologists have attempted to 
do so but in our hands the findings have 
been identical. Neither do we believe it is 
possible by x-ray examinations alone to di- 
agnose peritonitis. We can of course de- 
termine the presence of free air in the peri- 
toneal cavity and conclude that the patient 
has a ruptured hollow viscus and possibly 
peritonitis, but without free air in the cav- 

*Read before the fifty-ninth annual meeting of 
the Louisiana State Medical Society at New 
Orleans, May 4, 1938. 


481 


ity we believe that the x-ray diagnosis of 
peritonitis cannot be made. When such a 
roentgen diagnosis is made the radiologist 
is probably using clinical findings subcon- 
sciously. 

X-RAY FINDINGS IN TYPICAL AND ATYPICAL CASES 

To revert to the subject, the x-ray find- 
ings in the typical case are characteristic 
and there is little chance of error. But in 
these cases the surgeon usually needs no 
diagnostic aid and the x-ray is useful mostly 
for confirmation of the diagnosis. 

In the doubtful cases with minimal find- 
ings where diagnostic help is needed unless 
careful attention is paid to the clinical side 
too much importance cannot and should not 
be placed on the finding of dilated loops of 
bowel or of the fluid levels. For very often 
these patients are seen by the roentgenolog- 
ist after full doses of morphia or other 
sedatives have been administered and one 
or more enemata have been given. The 
combination of morphine and enemata, with 
the resulting incomplete evacuation, is a 
fruitful source of dilated gas shadows and 
of fluid levels which may be interpreted all 
too easily as being in the small intestine 
instead of the colon. One of our cases il- 
lustrates this very well. He was seized 
with severe abdominal pain which morphia 
and enemata did not relieve. Flat plates of 
the abdomen showed dilated intestinal gas 
shadows with multiple fluid levels, appar- 
ently in the small bowel. Clinically too it 
was difficult to exclude an intestinal ob- 
struction and, had he not himself been a 
surgeon he probably would have been 
operated on forthwith. A barium enema, 
however, demonstrated the fluid levels to be 
in the colon and not in the small intestine. 
Treated conservatively he recovered rapid- 
ly and since has had several less severe at- 
tacks of similar pain which have been in- 
terpreted as ureteral colic. So, when there 
is doubt as to the location of fluid levels, 
i.e. in the small or large intestine, a barium 
enema should always be administered. 

Urinary calculi frequently of themselves 
without morphine or enema will cause an 
accumulation of gas in the small intestine, 
and most frequently the patient receives the 
offending morphine and enemata, addition- 
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ally clouding the picture. The finding of a 
urinary calculus on x-ray examinations 
should place one on guard against a diag- 
nosis of intestinal obstruction. 


In patients of advanced age, fecal impac- 
tion and sluggish colons will frequently 
cause abnormal gas shadows in the large 
and small intestine which the unwary may 
consider due to obstruction or ileus. 


Occasionally when necessary we admin- 
ister a small amount of barium by mouth in 
doubtful cases. We are aware that is criti- 
cized by many authorities but we have 
never seen any harm done by it. The vary- 
ing mucosal pattern of the several portions 
of the small intestine will sometimes de- 
termine not only the presence but also the 
location of the pathology. The small barium 
meal is observed over the necessary period 
of time and if no obstruction is present a 
full barium meal is additionally given to 
complete the examination. 


CASE REPORTS 

The first, an adult male, was referred for the 
usual flat plates of abdomen. His films showed 
large amounts of abnormal gas in the small and 
large intestine. His clinical picture was that of 
surgical abdomen. However about 12 hours prior 
to the x-ray examination he had received a spider 
bite on the thigh, the onset of the symptoms fol- 
lowing almost immediately. The consulting intern- 
ist, with unusual information and judgment, sug- 
gested and insisted that the spider bite was the 
cause of the symptoms and of the x-ray findings. 
The patient was closely watched but treated con- 
servatively. A small barium meal was given and, 
while there was considerable intestinal stasis, the 
meal eventually passed through the entire colon 
without obstruction. He recovered rapidly and 
without incident. We have since learned that in 
other sections of the country where spider bites 
are more common severe abdominal symptoms are 
frequently encountered. 

The second case was a bov, aged nine, who while 
playing was thrown violently, striking his abdo- 
men. There was severe pain which became local- 
ized in the lower right quadrant. A dose of Epsom 
salts was given by the parents and a bloody stool 
followed. The x-ray examination showed multiple 
fluid levels apparently in the small intestine but 
no evidence of free air in the peritoneal cavity. 
The clinical and x-ray impression was that the 
child had a traumatic ileus with possibly some in- 
jury to the viscus. Abdominal section showed no 
dilation of the small bowel. The colon contained 
a large amount of blood, the presence of which 
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accounted for the fluid levels. No blood was pres- 
ent in the peritoneal cavity and no external path- 
ology seen in the colon. Recovery was uneventful, 


SUMMARY 


As stated in the beginning we present 
these cases simply to emphasize again the 
time worn, monotonous, but always valuable 
admonition that close correlation between 
laboratory procedures and clinical findings 
is a necessity for the proper interpretation 
of the laboratory findings. 


DISCUSSION 


Dr. Chaille Jamison (New Orleans): It is 
scarcely the place of the internist to discuss radio- 
logic findings, and certainly that portion of the 
body which lies above the diaphragm hardly comes 
within his realm. A point has been made here, 
however, that affects diagnosis, and it is one that 
we should always bear in mind, that is, the great 
tendency to throw the diagnostic burden upon the 
radiologist, which he cannot be expected to carry. 
We are too prone to forget the clinical findings. 
Now, if we know that in the particular case with 
which we are dealing it is a condition in which a 
paralytic ileus is common, we are not liable to be 
troubled about the diagnosis. Where, however, 
there may be paralytic ileus, or organic obstruc- 
tion, or where there may be simple constipation, 
we are very frequently in an extremely difficult 
position. The ray is of the greatest help in the 
conclusion at which we may arrive. I think, how- 
ever, that auscultation of the abdomen has been 
tremendously neglected. We are in the habit of 
euscultating the chest, listening to the phenomena 
from the lungs and heart, and we forget that 
auscultation has a very prominent part in just the 
condition under discussion. We like to think that 
auscultatory silence is a necessary part of obstruc- 
tion; of course, such is not the case. When organic 
obstruction is going on, we get a change in the 
peristaltic sounds which is characteristic; peristal- 
sis has a rushing sound. There is a peculiar char- 
acteristic tinkle if the condition be such that 
peristalsis of the gut is going on, for instance, 
where there is some inflammatory obstruction of 
the gut which is going to be followed by ileus or 
peritonitis. Then following these sounds we get an 
ominous silence, very characteristic technically. 


It seems to me that there are a few established 
facts that we should always remember: First, that 
in organic ileus, the traumatic symptomatology is 
not due to the obstruction of the gut; it is due to 
the injury of the gut and to the onset of reverse 
peristalsis. And we should remember again that 
in a slow obstruction, for instance, in carcinoma, 
that complete obstruction may occur with prac- 
tically no symptoms, and the contents of the bowel 
be backed against an obstruction without any Te 
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yerse peristalsis, or without any great systemic 
reaction coming about. 

I regard the ray as the greatest help in a nega- 
tive sense. Where there is obstruction, organic or 
adynamic, where ileus or paralytic ileus occurs, 
we are going to get such evidence in the x-ray. If 
neither ileus nor organic obstruction exists, such 
levels are going to be absent. In the adult, there 
is very little gas in the small intestine. I use the 
ray a great deal when I am unfortunate enough 
to see patients in these toxic conditions, and we 
see them in pneumonia. But it is the negative 
phase that impresses me the most. I should not 
dare to make a diagnosis of organic obstruction 
on the appearance of the x-ray plates alone, no 
matter how skillful the interpreter. On the other 
hand, I would be perfectly willing to make the 
diagnosis of no obstruction provided that no radio- 
logic evidence was present. 


Dr. Ambrose H. Storck (New Orleans): The 
x-ray demonstration of distended loops of intes- 
tine or of fluid levels certainly may be misleading. 
Diffuse gaseous distention or multiple diffuse fluid 
levels may be due to a purely adynamic ileus. 
Localized abnormal gas accumulations or fluid 
levels, on the other hand, usually signify mechani- 
cal obstruction. Also of importance in the x-ray 
diagnosis of mechanical intestinal obstruction is 
the presence or absence of gas in the large bowel. 
Following small bowel obstruction, the gas which 
is normally present in the colon is frequently ex- 
pelled. 

Dr. C. P. Rutledge (Shreveport): I think from 
the discussion we realize that the study of these 
patients is not a one man problem; we need con- 
sultation, we need the surgeon, we need the radiolo- 
gist. We should not be satisfied in sending these 
cases to the x-ray department just for a film 
study. They should be studied from different 
angles and the x-ray findings should be correlated 
with the history and clinical findings. 

Dr. A. L. Levin (New Orleans): Intestinal ob- 
struction is a subject of vital interest to the sur- 
geon and internist alike. My review of 115 cases 
of intestinal obstruction from the records of Hotel 
Dieu, between the years 1932-1935, was published 
recently in the Review of Gastroenterology. I 
wish to quote my own remarks: “Intestinal ob- 
struction is a tragedy; all the diagnostic resources 
at our command must be quickly mobilized to aid 
in such an emergency. The radiologist plays an 
important role in the diagnosis of intestinal ob- 
struction but he is not infallible.” The essayists ad- 
mit that there are x-ray diagnostic pitfalls. Two 
cases of interest come to mind which demon- 
strate very well that fecaliths play an important 
role in causing obstruction. The radiologist, bear- 
ing this in mind, can determine the presence or 
absence of fecaliths by a barium enema, if the case 
warrants such a procedure. 

Case 1. A middle-aged school teacher complained 
of indigestion and constipation for many months; 
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finally vomiting and symptoms of obstruction de- 
veloped. A radiologic study of the colon was not 
made; surgery was advised on the x-ray evidence 
of the upper tract alone. The cause of the obstruc- 
tion was traced to numerous fecaliths in the colon. 
Such patients become toxic and are poor surgical 
risks; they should be treated medically. 

Of the eight patients reported by me, six were 
treated medically and recovered; two were treated 
surgically and they died. 

Case 2. An elderly woman developed intestinal 
obstruction; no bowel movement for eleven days. 
A large mass which was present in the right ab- 
domen was considered to be a ruptured appendix. 
Surgery was advised. A medical plan of treat- 
ment which I suggested gave relief in about an 
hour. The mass was a large fecalith in the cecum 
harboring a large cholesterol stone. Here again, 
no barium enema studies of the colon were made. 
Such incidents should teach us a lesson of caution; 
we should not depend upon a flat plate alone in 
cases of intestinal obstruction. A barium enema 
of the colon will often prove to be a life saving 
method. 

Dr. Lucien A. Fortier (In closing): It is abso- 
lutely correct that we should have consultation 
and cooperation in these cases. We got a little bit 
away from x-ray diagnosis, but it is to be expected 
and shows that the clinical side has to be con- 
sidered. 





CONGENITAL CYSTIC DISEASE 
OF THE LUNGS 


TWO CASE REPORTS, WITH A NOTE ON 
THE DYNAMIC PHASE* 


ROBERT H. BAYLEY, M. D.7 
AND 


DAVID E. FADER, M. D.7 
NEW ORLEANS 


Since Koontz’s and Miller’s first contri- 
butions to the subject in 1925 and 1926, 
the literature of congenital cystic disease 
of the lung has been kept up to date and 
the clinical aspects of the condition have 
been considered by Adams and Swan- 
son, Eloesser, Anspach and Wolman, and 
Oughterson, to mention only a few of many 
excellent reviews. It is unnecessary, there- 


*Read before the Orleans Parish Medical Society, 
October 24, 1938. 

+From the Department of Medicine of the School 
of Medicine of Louisiana State University and the 
Medical Service of the School of Medicine of the 
Charity Hospital of Louisiana at New Orleans. 
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fore, for us to do more at this time than 
report two cases of this condition, which 
we have recently observed, and to add a 
brief note on the pathogenesis with refer- 
ence to its dynamic phase. 


CASE REPORTS 


Case 1. A white farmer, 42 years of age, en- 
tered Charity Hospital at New Orleans April 5, 
1938. His chief complaint was dyspnea on exer- 
tion. It had developed insidiously three years be- 
fore, and had gradually become more severe. For 
a few months before his admission it had prevent- 
ed ordinary manual labor. Palpitation had been 
associated with it, but neither the present nor the 
past history revealed any other points of interest. 
In particular, there had been no troublesome bouts 
of respiratory infection. 


The habitus was asthenic and the complexion 
ruddy-tan. The mucous membranes and nail beds 
presented a mild cyanosis. The veins of the neck 
were distended during expiration and completely 
collapsed during inspiration. The chest was of 
the obstructive emphysematous configuration. 
Breathing was of the thoraco-abdominal type and 
was not exaggerated. The duration of expiration 
was about twice the duration of inspiration. The 
lung fields were resonant. The breath sounds 
were diminished throughout except over the lung 
bases posteriorly, where they were of increased 
intensity. The respiration, like the temperature 
and pulse rate, was within normal range. 


The heart borders could not be determined. The 











Fig. 1. Case 1. Radiogram of chest 
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heart sounds were distant; there were no signi- 
ficant murmurs; the blood pressure was 120/86, 
Otherwise the physical examination disclosed no 
abnormal findings. It might be added that casual 
observation of this patient was strongly suggestive 
of a chronic asthmatic state. 


The red blood cells numbered 6,200,000 and the 
hemoglobin (Talquist) was 90 per cent. The 
urinalysis was negative. The electrocardiogram 
showed left axis deviation with no evidence of 
myocardial disease. 


Radiographic examination of the chest showed 
the upper three-fourths of both lung fields to be 
occupied by multiple air-containing cysts. The 
linear markings extending from either hilum were 
of condensed appearance and displaced toward the 
diaphragm. In general, these markings were 
curved in such a way as to present their convexi- 
ties toward the cardiodiaphragmatic angles, as if 
from pressure by neighboring cysts. 


Since the patient’s disease was both bilateral and 
extensive it was felt that no type of treatment 
would benefit him. He was therefore dismissed 
from the hospital with the advice to avoid effort 
to the point of dyspnea and to avoid hazards which 
might invite respiratory infection. 


Case 2. A colored laborer, 42 years of age, en- 
tered Charity Hospital October 24, 1937, com- 
plaining of pain in the chest and shortness of 
breath. His illness had begun about three years 
prior to admission with a gradual onset of dyspnea 
on exertion, which had continued steadily until the 
morning of the day of admission. Then, while he 
was dressing, he was stricken with a sudden, sharp 
pain in the lower sternal and epigastric regions. 
The pain radiated to the back of the chest and re- 
mained severe until his admission to the hospital 
that night. It was associated with marked dyspnea 
and intense headache. 


The past history revealed that the patient had 
suffered practically all his life from repeated at- 
tacks of respiratory infection, characterized by a 
productive cough with mucopurulent sputum. The 
last attack of this sort had occurred five months 
before admission. He admitted having a penile 
sore in 1935, and stated that he had recently been 
receiving antiluetic therapy. He had had malaria 
in 1934, and had been operated on in 1936 for the 
repair of a bilateral inguinal hernia. 


The patient was of good skeletal development, 
but was poorly nourished and acutely ill and 
dyspneic. The temperature was 98.6° F., the pulse 
rate 98, and the respiratory rate 28 per minute. 
Oral sepsis was marked. Cyanosis of the mucous 
membranes was present. The breathing was rapid 
and shallow and there was an expiratory grunt. 


The trachea was in central position and there 
was no distention of the neck veins. Expansion of 
the right hemithorax was relatively diminished 
and on this side tactile fremitus was also relatively 
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decreased. All lung fields were resonant. The 
preath sounds were absent over the right hemi- 
thorax anteriorly and were distant posteriorly. In 
the latter region were heard distant fine, dry rales. 
The breath sounds over the left hemithorax were 
of increased intensity, and fine, dry rales were 
heard anteriorly and musical rales posteriorly. 


The heart did not seem to be enlarged. Its rhy- 
thm was regular and there were no significant 
murmurs. The blood pressure was 170/124. The 
remainder of the physical examination revealed 
no abnormal findings. 


Urinalysis and blood Wassermann were both 
negative. 


The chest was studied radiographically four 
times. The first radiograph, taken the day after 
admission, showed a pneumothorax on the right 
with about 20 per cent collapse of the lower half of 
the lung. The upper three-fourths of the partially 
collapsed lung was composed of multiple air-con- 
taining cysts averaging 5 cm. or more in diameter. 
The visceral pleura was distinctly visible overlying 
the scalloped border of the cysts. The cardiac sil- 
houette and vascular pedicle were not displaced 
and appeared to be of generous dimensions. On 
the left side the upper three-fourths of the lung 
field was also occupied by multiple air-containing 
cysts averaging 5 cm. in diameter. The linear 
markings extending from the hilum appeared 
crowded toward the diaphragm and curved in such 
a way as to present their convexities toward the 
cardiodiaphragmatic angle. No definite areas of 
pneumonitis could be detected. 














Fig. 2. Case 2. Radiogram of chest two weeks after 
admission to hospital. 


The second radiograph, taken two weeks later, 
revealed findings similar to those just described ex- 
cept that a small fluid level had appeared in the 
pneumothorax space, obliterating the costophrenic 
angle. A third radiograph, one week later, showed 
that the pneumothorax had been absorbed. A 











Fig. 3. Case 2. tadiogram taken one week later. 


fourth radiograph, 44 days after admission, 
showed a pneumothorax on the right which had 
produced about the same degree of pulmonary col- 
lapse as had been observed on admission. 

The patient’s initial critical condition was re- 
lieved by aspiration of air from the right pneumo- 
thorax, together with the administration of mor- 
phine. His progress was excellent until the forty- 
third day (the day before the radiograph which 
showed a return of the pneumothorax). Then his 
smooth recovery was sharply interrupted by the 
development of a cough with bloody sputum, pain 
in the chest, dyspnea, and headache. His previously 
normal temperature rose at this time to 102° F. 
During the next eight days all the symptoms 
cleared up without special treatment. At this 
time the patient left the hospital against advice. 
As in the first case, however, the extensive, bi- 
lateral disease precluded any specific treatment. 


DISCUSSION 


Numerous explanations have been ad- 
vanced to account for this type of cystic 
disease of the lung. Anspach and Wolman 
list them as: congenital bronchiectasis; ex- 
cessive growth of interstitial fibrous tissue; 
defective energy of growth; underdevelop- 
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ment of alveoli, counterbalanced by widen- 
ing of the bronchi; congenital atelectasis; 
congenital syphilis; fetal pleural adhes- 
ions; neoplastic processes; bronchopneu- 
monia. The authors comment on these vari- 
ous theories and also recall the excellent 
discussions by Koontz in 1925 and Mueller 
in 1928. It is not our intention to discuss 
the pathogenesis of cystic lung disease in 
general, but we may say that we are in full 
agreement with the theory that it is of 
congenital origin. 


A consideration of the embryology of the 
lungs has, however, suggested to us an 
hypothesis concerning the dynamic phase, 
which seems to explain the essential clin- 
ical and pathologic features of the disease. 


The bronchial and alveolar structures of 
the lungs are distinct in their formation 
at about the sixth month of intra-uterine 
life. They have taken shape by a continu- 
ous process of sprouting, not unlike the 
growth of a tree. Along with this budding 
process there occurs a differentiation of 
cell structure along the respiratory pas- 
sages. During this same embryonic period 
elastic fibers have appeared in the inter- 
stitial tissue, although they remain insig- 
nificant until shortly after birth, when they 
proliferate rapidly (Kiebel and Mall). 


We would ascribe congenital cystic lung 
disease to a developmental defect occurring 
in or before this embryonic period, where- 
in the terminal regions of the respiratory 
passages fail to reach proper maturity and 
blind, non-rigid, tube-like rests result. The 
defect may be definitely localized and only 
one terminal passage may be involved in 
the production of a potential dormant cyst. 
On the other hand, the developmental fail- 
ure may be more generalized, and potential 
cysts may be created throughout a consid- 
erable region of one or both lungs. 


These dormant cystic structures may be 
assumed to be of epithelial origin and would 
therefore be expected to differ considerably 
in details of structure in different cases, 
or even in the same case, depending upon 
the course taken by a further perversion 
of differentiation of cell structure. For 
example, the cells of the cyst wall may or 
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may not acquire a secretory function. In 
any event, the primitive character of the 
cyst wall will have been lost at the time at 
which retained secretions or internal air 
tension have brought on great expansion. 


Inherent in this etiologic hypothesis is 
the idea that at least the majority of such 
potential cysts will have a communication 
of some sort with the lumen of the terminal 
region of a neighboring respiratory pas- 
sage. The rate at which dormant cysts 
of this kind develop into actual cysts is 
clearly a result of the external and internal 
forces which act upon their walls. In gen- 
eral, the external forces depend upon the 
perifocal tension. The internal forces are 
of a more complicated character, though 
ultimately they must depend upon the pres- 
sure of the fluid or (as is more common) 
of the air within the cavity of the individual 
cyst. If this theory be true, we might ex- 
pect secretory cysts to appear at any time 
and to empty intermittently or not at all 
according to whether or not a free com- 
munication with the respiratory passage 
is established. If a communication exists, 
air may replace the fluid and subsequent 
expansion of the cyst may terminate the 
secretory function. 

When the potential cyst becomes an air 
tension cyst, one or more intermittent free 
communications apparently exist between 
the interior of the cyst and the neighboring 
respiratory passage. The intermittent 
character of the free communication is 
accounted for by a variation of elastic ten- 
sion acting upon the walls of the passage 
in such a way that there is a tendency to 
open up the communication during the end 
of inspiration and the beginning of expira- 
tion. Air aspirated into the cyst cavity 
during this interval may thus find itself 
trapped throughout the remainder of the 
respiratory cycle. 

An air-trapping process of this kind al- 
most certainly accounts for the expansion 
of these cystic structures. The idea is 
advanced that radiographic study of the 
chest before air-trapping begins may reveal 
normal findings. On the other hand, it is 
interesting to speculate on what determines 
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the time at which air-trapping will begin 
ijn any given case. 


As a general rule, solitary air-containing 
cysts are observed most frequently in early 
childhood, and the multiple variety is much 
more common in the adolescent or the early 
adult period. There is no clear explanation 
for such an incidence. It may be that the 
small number of cases on record at this 
time is not statistically representative of 
the actual facts. In this same connection 
it is well to bear in mind the point brought 
out by Adams and Swanson, that supposed- 
ly single cysts often prove at autopsy to 
be multiple. 

At any rate, the fact that air-trapping 
begins either in early childhood or the 
early adult period can be explained quite 
logically. As we have pointed out, the elas- 
tic tissue of the lungs develops rapidly 
shortly before ‘birth. The mean elastic 
tension must accordingly increase rapidly 
during this period, and if a critical point is 
reached, air-trapping starts at this time. 
A further increase in the mean elastic ten- 
sion must then await a time at which the 
rate of growth of the thoracic cage exceeds 
the rate of growth of the lungs. This oc- 
curs in the late adolescent period, and if 
the critical point of increase of the mean 
elastic tension were not reached during 
early childhood, it might then be reached 
at about the time of puberty. 

Cases which do not fall into either of 
these categories are also easily explained. 
The exaggerated breathing which follows 
physical exertion, or any respiratory infec- 
tion, might elevate the mean elastic tension 
and thus set in motion the process of air- 
trapping. 

We believe that in the two cases which we 
have reported the onset of air-trapping 
antedated the gradual onset of the dyspnea 
by a definite but indeterminable period, 
probably in the order of years. That is, we 
may assume that expansion of the potential 
cystic structures proceeded during the lat- 
ent period at a rate comparable to that 
known to have occurred after the clinical 
horizon was reached. It is clear that once 
air-trapping begins, there is a tendency to- 
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ward continued expansion of the cystic 
structures until some ordinarily disastrous 
limit is reached. 


SUMMARY 


1. Two cases of non-parasitic cystic dis- 
ease of the lung are reported. 


2. Certain features of the dynamics of 
the disease are discussed on the basis of a 
congenital etiology. The essential clinical 
and gross pathologic phenomena observed 
in this disease can be logically explained 
by this hypothesis. 
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DISCUSSION 


Dr. Oscar Blitz (New Orleans): Essentially, the 
diagnosis of congenital cystic lung disease belongs 
to the radiologist. The diagnosis should be suspect- 
ed in infants and young children who present re- 
current or progressive attacks of dyspnea and 
cyanosis. The clinical picture simulates an attack 
which is due to spontaneous rupture of the lung, 
congenital heart disease or obstruction of the tra- 
chea caused by enlarged thymus. In some children 
and adults, the condition presents itself in either 
one of two forms: first, dyspnea and cyanosis vary- 
ing from slight amount on exertion to severe at- 
tacks which resemble spontaneous pneumothorax; 
second, if the cystic lung becomes secondarily in- 
fected, the syndrome presented may resemble 
bronchiectasis, pneumonia or empyema. 


A symptom of note which was observed in two 
cases at Charity Hospital (not reported by Drs. 
Bayley and Fader) was the expectoration of a 
copious amount of sero-mucinous sputum which 
had a lot of air bubbles in it. This is brought 
about when the cells lining the cysts take on a 
secretory function. One of the above patients ex- 
pectorated from 10 to 20 ounces of sputum daily; 
due to the quantity and character of the sputum, 
the diagnosis was suspected and later confirmed 
by roentgenogram. 
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Briefly mentioning treatment, one may start by 
saying that at its best it is usually of limited value, 
ultimate cures being reported in only a very few 
instances. Emergency measures, which include 
thoracentesis and the aspiration of enough air to 
equalize pressures, administration of stimulants, 
are life-saving when rupture of a cyst occurs or a 
tension intrapulmonic cyst develops. Removal of 
cysts in toto has been done by a few thoracic sur- 
geons; lobectomy and even pneumonectomy have 
been performed, the results of which have not 
been startling. In cases of secondary infection, 
the treatment is symptomatic. Several patients 
have been operated upon when a diagnosis of 
empyema was made; at operation the typical 
glandular type of cells has been found lining the 
cysts wall and here only was the correct diagnosis 
made. 


Apparently cystic lung disease occurs more fre- 
quently than is generally thought, and probably 
if we were more careful in our examination, our 
efforts would be well rewarded. 





PULMONARY ATELECTASIS 
A CASE REPORT* 


CHAILLE JAMISON, M. D., 
AND 


R. G. HOLCOMBE, JR., M. D. 


NEW ORLEANS 


CASE REPORT 


J. S., a negro laborer, 34 years old, sought ad- 
mission to one of the hospitals of the city on the 
evening of November 18, 1937, because of pain in 
the lower part of the right side of his chest, and 
of malaise. On November 16 the man had 
stumbled, when stepping from the street to the 
side-walk, and was unable to prevent a fall. In 
falling he struck the right side of his chest on an 
iron bar, protruding from a telephone post, the 
force of the blow causing him momentarily to lose 
his breath. No discomfort, other than “pain and 
stiffness” in the region of the traumatized area, 
was experienced until Thursday morning (about 
24 hours later) when, following a chill and feeling 
badly during the rest of the day, he came to the 
hospital. He had been perfectly well prior to the 
fall, and had never been sick before except for an 


*Read before the fifty-ninth annual meeting of 
the Louisiana State Medical Society, New Orleans, 
on May 4, 1938. 
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abscess of the right lung in 1922, from which he 
fully recovered. 


In the admitting room the temperature was 101’, 
the pulse 110, the respirations 18, and the B.P, 
128/62. The patient looked acutely ill, and on 
coughing produced a small amount of purulent 
sputum. There was an area of tenderness in the 
right axilla over the eighth rib, about the size of 
a fifty-cent piece, due to a fracture of this rib. 
There was some lagging of the left side of the 
chest; the percussion note was impaired and fine 
crepitant rales were heard over the entire left 
side in its lower part. 


A tentative diagnosis of bronchopneumonia was 
made and an x-ray of the chest made on the way to 
the ward. Morphine was given in order to relieve 
the patient’s right chest pain of which he com- 
plained. On admission to the ward the patient 
was re-examined thoroughly and the above find- 
ings were noted with this exception that no rales 
could be detected. 


Sputum was typed by the Neufeld method and 
type IV pneumococci found. A Ziehl-Neelson stain of 
a smear of the sputum revealed no Mycobacterium 
tuberculosis. The blood picture revealed a leuko- 
cytosis of 11,000 with 88 per cent neutrophilia. No 
malarial parasites could be found. The urinalysis 
presented no abnormal findings. 


After the patient had been placed in bed he felt 
much better. The following morning, 24 hours 
after the chill, he felt well and presented no com- 
plaints with the exception of the pain over the 
traumatized area. The x-ray plate made the night 
before was examined and presented the picture of 
bronchopneumonia and yet the patient appeared 
to be feeling perfectly well with only the com- 
plaint of the pain in the right lower chest. 


In view of the above findings the possible diag- 
nosis of multiple small atelectatic areas in the left 
lung as a result of the trauma received on the right 
side of the chest was advanced. Considering this 
possibility the patient was made to take several 
deep breaths every fifteen minutes during the day 
to promote re-expansion. On Saturday morning, 
thirty-six hours following admission to the hospital 
and forty-eight hours after the chill, another x-ray 
plate of the chest was made. A remarkable clear- 
ing of the process was found. The patient’s right 
chest was strapped,and he was retained in the 
hospital eight days more so that he could be ob- 
served. He felt well during this time, had a good 
appetite and as far as physical examination could 
reveal had made a complete recovery. The temper- 
ature, pulse, and respiration observations made on 
this patient while in the hospital are presented as 
well as the two x-ray plates. 
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Fig. 1. X-ray plate made on admission, showing multiple 
areas of atelectasis in the left lung. 
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Fig. 3. Temperature, pulse rate and respiratory rate 
curves recorded during the patient’s stay in the hospital. 


COMMENTS 


In presenting this case report the pur- 
pose is to call attention to those cases in 
which there are multiple small areas of 
atelectasis following trauma. The litera- 
ture contains many reports of massive col- 





Fig. 2. X-ray plate made 36 hours after admission, 
showing complete clearing of the process in the left lung. 


lapse of a lung following trauma either to 
the chest wall or to a distant structure, but 
the condition presented here, it seems, is not 
one usually recognized. Attention should 
be called to the fact that the areas of col- 
lapse are in the left lung while the trauma 
was received on the right side of the chest. 
Especial note should be made of the normal 
position of the heart. The fact that the 
heart is not displaced in these cases makes 
the diagnosis a difficult one and probably 
explains the infrequent recognition of this 
condition which is probably much more 
common than one would suppose. 


DISCUSSION 


Dr. J. E. Knighton (Shreveport): It is my im- 
pression that pulmonary atelectasis following 
trauma is comparatively rare, and for that reason 
this case report is of unusual interest. I am sure 
we have all observed this condition following 
surgical operations, and especially operations in- 
volving the upper abdomen. 


Formerly we regarded these complications as 
ether pneumonia, but it has been observed that it 
occurs in as great a percentage of patients operated 
on under spinal anesthesia as ether. When x-ray ex- 
aminations of the chest became more common, our 
attention was called to the fact that the physical 
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signs were really not such as to justify a diagnosis 
of pneumonia. 


Patients who fail to get relief during the first 
two or three days may develop pneumonia as there 
is almost always some degree of infection associat- 
ed with this condition. 

Regarding treatment, Dr. Jamison has just about 
told the whole story when he suggested CO, in- 
halations. Occasionally it is necessary to use a 
bronchoscope for the purpose of aspirating the ob- 
structing mucus plugs, but this necessity is rare. 
I have seen apparently good results from the ap- 
plication of diathermy through the chest. 

I think it is well for us to remember, as sug- 
gested by the essayist, that pulmonary atelectasis 
does occur comparatively frequently in small as 
well as large areas of the lungs. 

Dr. Randoph Lyons (New Orleans): I would 
like to bring out one point with which I am sure 
Dr. Jamison will agree. These patients following 
operation, sometimes show physical signs which 
are rather indefinite. But the thing that impressed 
me is the fact that these patients have no signs 
diagnostic of a true pneumonic condition; they do 
not look sick as in real pneumonia. We have had 
several in the wards recently following operations, 
and one man had a large atelectatic area and ran 
a fever for several days, but said he did not feel 
sick. The absence of toxicity frequently gives us 
a clue, and the x-ray may clinch it. 

Dr. Allan Eustis (New Orleans): I have been 
very much interested in Dr. Jamison’s paper. It is 
a very timely subject. I do not think that surgeons, 
at least those with whom I have come in contact, 
appreciate the dangers of atelectasis. The an- 
esthetist is very careful, especially since the use 
of cyclopropane, to mix the oxygen with carbon 
dioxide or helium. A more recent procedure in 
postoperative treatment of surgical cases, especial- 
ly with ileus, is to give concentrated oxygen 
through a nasal tube. I know of one instance where 
pure oxygen was given by the postpharyngeal route 
for 48 hours steadily, resulting in atelectasis and 
subsequent fatal pneumonia. What is the use of 
the anesthetist mixing helium and trying to dis- 
tend the lung if the surgeon is going to put pure 
oxygen in there afterwards? 

Dr. A. A. Herold (Shreveport): I had a case 
similar to Dr. Jamison’s five years ago. The 
patient complained of dyspnea and could not un- 
derstand what was the matter with him until we 
got an x-ray showing atelectasis. We gave him no 
treatment and he got well. I cannot understand 
how they get atelectasis without a wound, get it 
from direct trauma. I have seen cases of post- 
operative atelectasis following ether anesthesia 
and following local and spinal analgesia. 

Dr. Chaille Jamison (In closing): Dr. Lyons 
spoke of the fact that there could be small areas 
of atelectasis without displacement of viscera, the 
mediastina or elevation of the diaphragm. When 
there is a big atelectasis, the diagnosis is very easy. 
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But I think many of us fail to appreciate that there 
could be small areas of atelectasis throughout the 
lungs. 

The next point I would like to emphasize again 
is one that Dr. Eustis touched upon. If oxygen is 
given in large quantities, respiration is slowed 
even to the point of trouble. Morphine in doses 
large enough to slow materially the respiratory 
rate predisposes to the formation of an atelectasis, 
Increased intra-abdominal pressure, as occurs in 
gastrointestinal distention, may also predispose to 
atelectasis by virtue of the upward pressure on the 
diaphragm with resulting impaired ventilation of 
the lungs. This atelectasis continues and pneu- 
monia, true pneumonia, is very likely to occur, I 
have gotten more and more skeptical of pneumonias 
that absorb and disappear in a few days. I believe 
the majority of such cases are atelectasis and I 
am not sure that bronchial pneumonia is not first 
produced by an atelectatic area. 





TREATMENT OF HEADACHE WITH 
THEELIN* 


R. S. CRICHLOW, M. D. 


NEW ORLEANS 


The subject of headache or migraine is 
an old subject and one that has confronted 
our profession in all of its phases for years 
and it will continue to do so. I have no 
panacea for this condition. In every case 
it is necessary to search out the underlying 
cause and remove it; nor is the same causa- 
tive factor found in all instances. 

When an unusual condition is found and 
a remedy for it that gives relief, it is the 
physician’s duty to pass the information on 
to other doctors so that this remedy may be 
used to alleviate suffering. 

The headache, complained of by the 
patient whose history is given, came on in 
the early morning hours and lasted well 
into the morning. It was principally over 
the frontal bone and upper parietal region, 
severe in type, and occurred for the past 
year almost daily. There was nausea at 
times. 

CASE REPORT 


Mrs. X is a white woman, aged 62 years, a school 
teacher by occupation who has taught school for 
thirty years and is still teaching. She has always 
enjoyed good health, only illness of consequence 


*Read before the Orleans Parish Medical Society, 
November 14, 1938. 
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being removal of appendix twenty years ago. Men- 
ses stopped eleven years ago. She has complained 
of severe headache in the frontal and upper parie- 
tal regions which comes on usually at night, 
especially in the early morning and lasts well into 
the day. These headaches began about ten years 
ago and have occurred at intervals of two or three 
weeks. During the past year they have been 
present almost daily. Hypertension has been as- 
sociated with the headaches over a period of years. 
During the past two years she has been treated 
by two of our leading internists. 

After school closed in June of this year she 
went to visit relatives in Shreveport and while 
there was examined by several specialists who 
found nothing to account for this condition. 

She came to my office on September 3, 1938, 
stating that if possible she wanted relief. I had 
treated her from time to time for many years. 

Examination of the eyes was negative except 
for a refractive error which was already corrected 
by glasses. She had a deviated nasal septum to 
the right with spur formation occluding the right 
nares and making severe pressure on the turbin- 
ate bodies. The left side was negative except for 
evidences of a chronic rhinitis. The throat was 
negative. The blood pressure was 210/85. She 
was five feet, six inches tall and weighed 130 
pounds. Examination of urine negative. 


COMMENT 


These were the same findings I had 


found many times. I recommended sub- 
mucous resection which she did not want 
done at this time. I talked with the doctor 
who had been treating her and he reported 
a negative physical examination. 

I told her that the only thing I had to 
offer was injection of theelin in oil. I did 
not know that it would help her but would 
be worth trying, as she said she would do 
almost anything to get relief. 

I started at once giving her Ic.c. theelin 
in oil, 2000 units twice weekly. After the 
second dose her headaches began to get less 
severe and her blood pressure dropped to 
160/85. 

At the end of one month, her headaches 
were reduced to one per week and they were 
much less severe. She is still getting theelin 
once to twice per week. When I saw her 
last she said she had not had a headache 
for ten days. Her general condition is 
much improved and she is now able to do 
much more work with greater ease than 
for some time. 
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My interpretation of her condition is 
that the headaches are largely of sinus 
origin, that the mucous membrane of the 
nose becomes congested in the early morn- 
ing hours, closes drainage of the sinus and 
a negative pressure results from the air 
absorption. After she gets up and about 
the sinuses open up and the pain is relieved. 
On account of the hypertension she could 
not be given ephedrine or benzedrine pro- 
ducts safely, so the therapeutic measures 
were largely palliative. 

Theelin acts on the mucous membrane as 
a mild constrictor without raising the 
blood pressure and it has a _ prolonged 
effect, thus explaining the results obtained. 
I might further state that theelin in oil is 
used by some ear, nose and throat special- 
ists as a local application to the nasal 
mucous membrane in treating chronic rhin- 
itis and also in hay fever. 

Along with the local action there may be 
an endocrine deficiency, and the adding of 
this ovarian extract helps to bring about 
a proper endocrine balance. 

There is a very close connection between 
the mucous membrane of the nose and the 
reproductive organs. Hysterectomy in the 
young or middle aged woman, results often 
in tinnitus auria, fullness in head and nasal 
passage. I have often relieved these symp- 
toms with corpora lutea or ovarian extract. 

In closing may I add that we eye, ear, 
nose and throat men should give more 
consideration than we do to the endocrine 
influence on the ear, nose and throat. 





OF PSYCHOANALYSIS* 
J. K. HALL, M. D. 
RICHMOND, VIRGINIA 


“There are no accidents, sir, in the provi- 
dence of God.” That pronouncement was 
made at the dinner table in my childhood 
home to my father, the community’s physi- 
cian, by the pastor of the old church, who 
had come to spend the night in keeping with 
his conception of his pastoral duties. My 


*Read at the meeting of the Richmond Academy 
of Medicine, April 26, 1938. 
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father had just related to the old minister 
that a few moments after a citizen of the 
community had emerged at noon on that 
day from the depths of his deep well which 
he was sinking still deeper, the lower half 
of the well caved in, and that if the cave-in 
had occurred only a few minutes sooner a 
fatal accident would have been unavoidable. 
The years have rolled by, but through the 
medium of memory I can still see the im- 
pressive countenance with which the old 
divine reproved my father, and I can still 
hear the certain tone in which he expressed 
his belief in predeterminism, in the law of 
cause and effect, and in his all-pervading 
Calvinistic theology. I was only a child, 
probably not more than five years of age. 
Such words as providence and God and pre- 
destination meant nothing definite to me, 
but the old minister’s solemn countenance, 
his short and vigorous utterance, and the 
courage he displayed in presuming to speak 
correctively to my father, not lacking in 
sternness himself, filled me with awe, and 
I was glad when the meal was finished, so 
that I might escape from such heavy 
philosophy. 


I had heard the old divine, on a previous 
visit to our home, tell my father that he had 
been graduated from Yale in the class with 
Chief Justice Waite. I knew nothing of 
Yale nor of the high office of chief justice- 
ship, but I did know that as the old man 
of God went on his pastoral rounds in his 
rickety buggy the country people thought 
of him as all but omniscient and as living 
close to the Eternal Throne. Until old age 
had begun to dim his eyes, he had occupied 
one chair after another in the old Calvinis- 
tic college, and he was reputed to know all 
things. In the late afternoon of his life he 
elected to live far out in the country and to 
minister to relatively untutored people. His 
influence still lives as a benediction in the 
community in which his body lies in the 
grave. His terrible pronouncement im- 
pinged with such power and majesty upon 
my child’s mind that I have never since 
been able to believe even in the possibility 
of an accident. 


“There are no accidents, sir, in the provi- 
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dence of God.” And the scientist has be. 
come, has he not, the successor of the 
Reverend Doctor Rockwell in declaring 
equally emphatically, if not so theologically, 
that accidents come not, but that the uni- 
verse and all and every in it, sparrow and 
man, matter and mind, atom and mountain, 
earth and sea and air yield instant obedi- 
ence to the great causative force that lies 
back of all and that dominates all. “There 
are no accidents, sir, in the providence of 
God.” Even those who deny the very exist- 
ence of divinity are generally unfaltering in 
their belief that they live, not in a universe 
in which chance runs riot, but in a world 
in which cause always precedes and brings 
to pass subsequent consequences. Science 
does its work upon the assumption that law 
and order prevail, even in circumstances at- 
tended sometimes by turbulence and by ap- 
parent momentary chaos. No scientist 
would have the courage to set forth tomor- 
row to his work or upon his adventure were 
he not certain in his heart that even the 
most trivial event of the day would be 
given a touch of grandeur by the long time 
it had been on its ordered way. 


Yet our thinking, if we think, is always 
materialistically tinged. We are rather 
heartily inclined to give assent to the sug- 
gestion that in the domain of matter—in 
chemistry, in physics, in zoology, in biology, 
even in the wall of a caving well—natural 
laws prevail, and that consequences are 
preceded by causes. What is the far-flung, 
inconceivable, incomprehensible universe, 
indeed, but a boundless arena in which 
mighty energy, restrained and directed, 
constantly displays its protean manifesta- 
tions? All the great forces of nature are 
invisible in their activities. Only by the 
consequences of their works can we dis- 
cover them or measure them. 


My father and the old physician of a 
neighboring community had met in con- 
sultation at the bedside of a desperately sick 
baby. The old doctor requested the dis- 
tressed mother to bring him a cup of honey 
and a teaspoon. Into the honey he care- 
fully dusted some white powder, and as he 
stirred the admixture he told the mother 
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to give the child a teaspoonful of the medi- 
cine until it died. She cried out in distress 
and repeated his statement to him. He 
sought her forgiveness and corrected his 
lapse of speech by instructing her to give 
the medicine by the teaspoonful every third 
hour as long as the child should live. I, 
child though I was, sensed that the mother 
finally understood there was no hope for 
her child. The old doctor’s innate honesty 
could not be kept from expressing itself 
even by his effort to inhibit his prognostic 
gloom from reaching the anguished mother. 


Our nation had already entered the 
World War. The young doctor left the 
troop-train on a siding somewhere in Rich- 
mond early in the winter evening and came 
out to Westbrook to visit a relative. When 
he reached my office he told me that he 
was so afraid the train might leave him 
that he would only make inquiry of me and 
go straightway back to the train. But I 
hurried him on to see his relative and as- 
sured him that I would drive him to his 
train. As we neared the city I asked where 


his train was parked and he replied instan- 
tly that he had fixed its place carefully, as 
he left it, by noticing that on a large build- 
ing near the siding was a great electric 
sign spelling out in large luminous letters: 


Ajax Shoes. He thought me stupid, after 
all my years in Richmond, not to know 
where the great warehouse was. How on 
earth could I think him mistaken? Did he 
not look long upon the great letters that 
spelled out “Ajax Shoes”? I must think him 
a fool, so he said, somewhat interrogatively. 
But I had never heard of any shoes that 
bore the name of the great Greek warrior, 
and I said so. Could it be, I finally asked 
somewhat timorously, that he had looked 
instead upon “Battle Axe Shoes”? 


He still laughs, a trifle apologetically, 
when I occasionally see him, and we talk 
then about the unconscious association of 
ideas, about the influence of suggestion, 
about the invalidity of human testimony, 
and of many other profundities about 
which I actually know nothing. But he is a 
great physician, even though his mind had 
some unconscious objection to carrying in 
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it the words “Battle Axe.” His young wife 
was, even at that time, I found out later, far 
advanced in pregnancy, and a few weeks 
later, in response to his request, I referred 
her to an obstetrician in his camp-city in 
the far South, and that little baby is now 
a young lady. But his mind, without his 
knowing it, had turned “Battle Axe” into 
“Ajax.” He told me, indeed, that if he had 
been in the witness chair he would have 
sworn by all the Olympic Host that he saw 
the great glaring letters spell out “Ajax 
Shoes.” One is never so apt to be mistaken 
as when one is profanely certain. 


Sometime, if you would lend me an ear, 
I should seek to comfort myself in commun- 
ing with you somewhat about that vast do- 
main referred to as the unconscious, in 
which the great doctor swapped off “Battle 
Axe” for “Ajax” without realizing that he 
had traded at all! 


There is no down on an elephant, so my 
little boy informed me, when I could not 
tell him the best way to get down off an 
elephant. And there are no accidents at 
all! The doctor—he is much more famous 
now than he was then—may think that he 
accidentally substituted “Ajax” for “Battle 
Axe.” But I know better. There was some 
powerful reason why he did not like the 
words “Battle Axe,” and he had to take 
“Ajax” as a substitute, because he had to 
use the electric sizn as a beacon to guide 
him back to his train. He could not afford 
to put “Battle Axe” clear out of his mind, 
much as he would have liked to part with 
it. But the train left, and I had no oppor- 
tunity to explore his psyche. 


At a medical meeting the doctor greet- 
ed me heartily by the name of my associate. 
I grasped his hand instantly and called him 
cheerily by the name of his associate. He 
protested, as if he had been wounded, that 
was not his name. I apologized for my error, 
which was deliberate and intended to be 
corrective, but he does not know to this 
moment that he had named me wrong. 
There is something peculiarly personal and 
intimate in one’s attitude towards one’s 
own name. One does not like to hear one’s 
name bandied about carelessly, nor mis- 
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spelled nor mispronounced. One’s name is 
perfect, it should be used almost reverently, 
and it must not be forgotten by others. 
I believe certain primitive people think that 
by finding out the name of one’s enemy in 
battle, somewhat of the enemy’s strength 
and courage is acquired by them with the 
name. And the influence of that primitive 
belief may still be felt in warfare. Each of 
us, so great is our personal egotism, expects 
his face and his name to be known to all 
people. Not to be able to recall instantly at 
the second meeting the name of the most 
recent acquaintance is embarrassing, if not 
unpardonable. Each of us is of enormous 
consequence to self; we may not be justi- 
fied in assuming that we are equally as im- 
portant to others. 


The dogmatism insists that it be stated. 
We might as well hear it. This is the dogma: 
One is not by some accident unable to recall 
the recently acquired name of a new ac- 
quaintance. One’s mind retains the names 
of those it finds pleasant and agreeable, or 


has other specific reasons for remembering, 
and discards the names it does not care to 
retain. All of us know that. When our new 
friend is unable instantly to speak out our 
name—oh, well, we know he or she is not 


interested in us. Those who have never 
heard of psychology know that. If you 
would be most agreeable to recently ac- 
quired acquaintances learn by all the arts 
to call their names instantly when you meet 
them. We like the sight and the sound of 
our own names, properly used. And, I think 
I might add to the dogmas or dogmata, the 
assertion that one does not forget a name. 
One purposefully but unconsciously does 
not care to remember the name. One does 
not write the wrong word or leave out the 
right word accidentally in a letter. Such 
lapses are purposeful, though one does not 
know it. One does not accidentally or care- 
lessly mislay keys and others things, or for- 
get to mail a letter, or to write a letter. 
Such acts are purposeful. There is a wish 
to do each act and also not to do it. The 
stronger desire prevails, not accidentally, 
but because of its strength, and for some 
reason that lies deep in the unconscious. 
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But most of us are not consciously con- 
scious that we even possess an unconscious, 
and our personal unconscious is wholly un- 
conscious of its own existence. The uncon- 
scious is our mental basement into which 
are crowded the thoughts and the emotions 
and the experiences and the hopes and the 
fears of other days and of other years. They 
resent being crowded and they are con- 
stantly trying to escape from their incar- 
ceration. But we set a policeman to keep 
watch over them, and we call the guard 
the censor. Most of the time we are not 
conscious of the content of the unconscious, 
sometimes called the subconscious. But if 
we do something of which we keenly disap- 
prove, and jam it down into the unconscious, 
and fail to forget it because it constantly 
tries to come up into consciousness, then 
we have a hard time of it and we may get 
drunk or develop insomnia or melancholia 
or commit suicide, because life with self 
may be intolerable. The procedure by 
which mental states are kept in the uncon- 
scious is called repression. The censor, un- 
less it falls asleep or unless the repressed 
content prove too much for it, keeps them 
in confinement. 


The mechanism by which our mental 
states are taken by the nape of the neck, 
one by one, and tossed willy-nilly into 
the unconscious, is called suppression. The 
latter is a more vigorous and difficult acti- 
vity than repression. The unconscious is 
rather spacious, and crowded, too. In it are 
the delightful little speeches we would make 
all extempore when called upon wholly un- 
expectedly. But often, bless us! they are 
not there when we call for them. And in the 
unconscious are all those things, good and 
bad, learned long ago and recently, too. It 
must be a turbulent place—not unlike the 
interior of a gastrointestinal tract in which 
peristalsis is too active. When we get drunk 
the censor, the policeman of the uncon- 
scious, gets drunk, too, and you know what 
a herd of disreputabilities escape into po- 
lite and censorious and Christian society. 
When the old Roman observed the pertur- 
bation produced in personal conduct by too 
much bibulosity he sat down at his desk and 
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covered the whole situation by writing 
three words: In vino veritas. In the old 
Roman’s opinion, then, alcohol is not crea- 
tive; it merely flings wide the basement 
door, and the herd gallop out and kick high 
their several heels. 


Dreams? They are old, you know; stor- 
ies of them are in Homer, in the Bible, and 
in the most recent literature. Dreams, too, 
come out of the unconscious, and they are 
modifications of personal experiences. But 
in adult life a dream is never what it seems 
to be. As it is related by the dreamer at 
the breakfast table the dream is all dis- 
guised so that even the dreamer does not 
understand its rich symbolism. Why does 
the dream come all dressed up, so that its 
meaning is not clear? For two reasons— 
so that it may fool the censor by its costume, 
and slip by him, and so that it may not ap- 
pear objectionable, morally or otherwise, 
to the dreamer, and be kept back. The 
adult’s dream is always a symbol and in 
need, therefore, of interpretation. But the 
dream represents always either the fulfill- 
ment of a wish or the realization of a fear. 
Betwixt the two the difference is small. The 
wish is hoped for; the fear is hoped against. 
The interpretations of the individual’s 
dreams afford a richer and a more intimate 
revelation of his personality than his con- 
scious mental activities offer. A multitude 
of inhibitions make our day-time mental 
life an untruthful representation of us. But 
whether we be awake or asleep, well or sick, 
sober or drunk, sane or insane, our minds 
are incessantly busy. The mind slumbers 
not nor sleeps. 


In that vast but invisible and mighty 
domain of the mind, law reigns, effect fol- 
lows cause, accidents do not occur, and by 
the quality of one’s immaterial attributes 
one is more surely identified and more ac- 
curately estimated than by one’s somatic 
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conformation. And the mightiest of all em- 
pires is the domain of the unconscious. Out 
of it most of our conduct arises, though we 
know it not. Out of it come the neuroses 
and the psychoneuroses and most of the in- 
sanities. But in it live culture, too, and 
most of one’s real self, good and bad; and 
in it personality is developed and character 
is formed. We are daily adding to our un- 
conscious our most intimate and interesting 
experiences. How important it is to store 
in it only wholesome experiences and only 
pleasant memories—for one’s unconscious 
is one’s very self with whom one must for- 
ever live. 


Psychoanalysis—how polysyllabic and 
ponderous—would presume to acquaint one 
with one’s own unconscious and, in that 
way, with one’s own self. The philosophy of 
psychoanalysis has lent dignity and 
grandeur to our conception of human be- 
havior, and has invested the most trivial 
conduct with profound meaning. Psycho- 
analysis—mental analysis, I like better— 
offers a philosophy of the mind as a dy- 
namic, powerful, over-active agency; it 
proffers a technic for the investigation of 
our immaterial attributes; the understand- 
ing of it lends zest to living, and its skillful 
utilization constitutes helpful therapy. Psy- 
choanalysis looks upon conduct as the 
mechanization through bodily activity of 
mental states. Its chief purpose is to back- 
track all behavior to its ultimate cause. 


Sigmund Freud, may God keep him in his 
old age, gave us the philosophy of the un- 
conscious—comparable in dignity and in 
revelation to Darwin’s work in biology and 
to Harvey’s in physiology. I fear that 
Freud may be unkindly treated as the re- 
sult of racial hostility. But he is already 
numbered amongst the mighty immortals 
and no persecution can minimize his fame 
nor destroy his influence. 
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THE ANNUAL MEETING 


Now is the time to prepare for the an- 
nual meeting of the State Medical Society 
which will be held in Alexandria, April 24- 
26. Plans to attend this meeting, if made 
early, are very much more likely to be 
consummated than if at the last moment 
the decision to attend or not to attend is 


to be made. If patients know weeks ahead 


of time that at a certain definite date the 
doctor is to be away they are very much 
less likely to expect him to remain at home 
than they would be if suddenly announced 
a day or two before that he is going off 
for a few days. Let your clientele know 
definitely that you will be away the last 
of April for a few days and that you are 
going not for pleasure or fun but in order 
to learn so that you may make yourself a 
better physician. 

A splendid program has been arranged 
which will instruct every man who attends, 
be he specialist or general practitioner. The 
scientific program is the real purpose of 
the meeting and has maintained a high 
standard for years which will be upheld 
this year. 

In addition to the excellent mental feast 
that has been prepared for the attendants 
let it not be forgotten that there are other 
good reasons to participate in the annual 
meeting. The doctors of Alexandria are a 
most hospitable group, they are arranging 
entertainments and enjoyable activities 
which will give pleasure to those who go 
to this up-and-doing city which is centrally 
located and easily accessible. 

There is another good reason why a man 
should attend this annual meeting. It gives 
him a few days’ vacation and rest from the 
strain of practice; the physician will go 
home refreshed and rejuvenated; he will 
have learned not only from the scientific 
papers, but from personal conversation 
with his confreres he will be teld new 
things not only about medicine but about 
the economics of the profession. The time 
and money spent to go to this meeting will 
more than recompense the doctor in resting 
him, reviving him and instructing him. 





THE INDICTMENT OF THE 
AMERICAN MEDICAL PROFESSION 


It should be understood that the indict- 
ment of certain officials of the American 
Medical Association is not only an indict- 
ment of these men but of the whole medi- 
cal profession in the United States. They 
are merely our representatives and when 
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the Government sees fit to find fault with 
the way American medicine is organized 
they are criticizing every individual mem- 
ber of the profession. Not only is that true 
but it is equally true that industrialists con- 
sider this indictment is really a fight 
against all industry in this country. Most 
industries are organized and arranged in 
very much the same way as is the Ameri- 
can Medical Association. If the American 
Medical Association should be found guilty 
of restraining trade, or whatever the tech- 
nical name may be, then nearly every in- 
dustry in the United States will be in the 
same boat. The suit really is of tremendous 
importance. Rumor has it that were it 
not for Mr. Arnold the Government would 
be very glad indeed to drop the whole thing. 
He is apparently insistent on carrying it 
through and that in spite of the tremendous 
wave of resentment against the trial in the 
lay press as well as in the medical press 
and amongst the medical profession. It 
seems to be unheard of that our great or- 
ganization should be indicted in a criminal 
court for something which is for the un- 
doubted good of the American people as 
a whole, preserving them from incompetent 
practitioners and from heartless quacks. 


Not only has organized medicine been 
unified by this action of the Government 
but men who are outside the fold have be- 
gun to join up with the American Medical 
Association in large numbers. As a mat- 
ter of fact the increase in membership of 
the organization was larger in the last six 
months than at any six months in the his- 
tory of the Association. 


American medicine and American doc- 
tors should wield and can wield a tremen- 
dous amount of influence in the elections. 
Mention has been made in these editorial 
columns of what the doctors did in Georgia, 
for example. It might further be added 
that Senator Taft of Ohio attributes his 
election largely to the medical profession. 
He goes so far as to say he got practically 
every vote cast by the doctors in his state, 
a vote which was a protest against meas- 
ures harmful to the medical profession 
arising in that state primarily but as well 
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against what is being done by the Depart- 
ment of Justice of the United States. 


If the Federal Government wishes to ruin 
a great profession and a wonderful organi- 
zation it probably can do it. The power 
of the Government is so great at the pres- 
ent time that it might almost be called a 
dictatorship. However, the last elections 
in November have undoubtedly shown how 
the American people feel about being con- 
trolled by a single man or the small group 
frequently labeled the “brain trust.” The 
American medical profession is prepared 
to fight for their rights. The Government 
will find a cohesive group of important 
citizens lined up against it who will use 
every effort to uphold right and to main- 
tain justice to the American medical pro- 
fession. 





SULFANILAMIDE 


Comment has already been made in this 
editorial column of the frequency with 
which sulfanilamide is being used in every 
type of infection. The popularity of the 
drug is astounding. It has been used for 
everything that even remotely suggests in- 
fection. As further indication of the wide- 
spread laboratory observations that have 
been made on sulfanilamide it might be 
said that in a recent number of the Pro- 
ceedings of the Society for Experimental 
Biology and Medicine there were seven ex- 
perimental studies of the drug published 
in this particular number of the journal. 
It might be appropriate to comment on 
these studies, some of which show by ex- 
perimental methods that the drug is of 
value in certain conditions and others show 
that it is of little help in the treatment of 
other types of infections. 

Kolmer and Rule’? used sulfanilamide 
in the treatment of experimental Shigella 
dysenteriae infection of rabbits. They 
found that whether the drug is given by 
mouth or under the skin or intravenously 
it was totally ineffective in the treatraent 
of the experimental animal which was in- 
oculated intravenously with virulent Shiga 
organisms. The same authors attempted 
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to evaluate the efficacy of the drug in 
treating experimental trypanosomiasis in 
rats. Using a large number of controls 
and test animals they found that neither 
by mouth nor into the vein was the drug of 
any value in the treatment of trypano- 
somiasis of rats. 


Bliss and Long® state that sulfanilamide 
has only a slight therapeutic effect in the 
treatment of experimental staphylococcal 
infections of mice. However, the new 
chemical compound of sulfanilamide, known 
as sulfapyridine, has recently been shown 
to have definite therapeutic effects in this 
type of infection. They repeated this work 
and found that in the untreated control 
death took place by the sixth day, whereas 
on the other hand at the end of the first 
week of treatment three-fourths of the mice 
given sulfapyridine were still alive. At the 
end of the second week one-third of them 
were surviving, whereas in those mice used 
further for controls by giving sulfanila- 
mide, only 8 per cent were living. They 
believe, therefore, that sulfapyridine has 
a definite chemotherapeutic effect in sta- 
phylococcal infections in mice and that this 
is sufficiently positive to warrant clinical 
trials of this drug in severe staphylococcal 
infections of man. 


Cooper, Gross and Lewis,‘ in their paper, 
state that sulfapyridine therapy of urinary 
tract infections which are due to E. coli is 
effective, whereas the use of this prepara- 
tion in similar infections elsewhere has not 
received much attention. In their experi- 
ments they used both sulfanilamide and 
sulfapyridine and they found that the drugs 
were efficacious in treating the peritonitis 
of mice which was caused by E. coli and B. 
proteus, whereas it was without effect in 
peritonitis which was caused by B. pyocy- 
aneous. The same three authors’ at- 
tempted to evaluate sulfanilamide and sul- 
fapyridine in the treatment of type II pneu- 
mococcal infections in mice and rats. The 
two drugs were tried in type II pneumo- 
coccal septicemia and type II meningococcal 
meningitis. The result of their study was 
based on survival values in 78 rats. Some 
of these animals were given neither of the 
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drugs. The remainder were divided into 
two groups and administered the two forms 
of the drugs. Their results showed that 
sulfanilamide was slightly superior to sul- 
fapyridine in overcoming type II pneumo- 
coccal infections of less than 100 fatal 
doses. 


Sulfanilamide has been demonstrated by 
Hilles and Schmidt* to have definite thera- 
peutic properties in experimental pneumo- 
coccal infections of mice. Marked curative 
effect was obtained in infection by 19 of 
the 30 types of pneumococci. These authors 
state furthermore that sulfapyridine has 
been shown by Whitby to have curative 
properties when given to mice infected with 
types II, VII and VIII pneumococci and 
that it prolonged life in the instance of 
types II, III and V infection. The experi- 
ments of Whitby suggested to Hilles and 
Schmidt that sulfapyridine might have a 
favorable effect when infection was due 
to pneumococcal types refractory to sul- 
fanilamide therapy. They therefore studied 
experimental infections with type XXII 
pneumococcus, which is a type of infection 
not yielding to sulfanilamide therapy, and 
found that this new salt of sulfanilamide 
was very satisfactory in the treatment of 
this form of infection. They hold with sev- 
eral other authors that the drug has a defi- 
nite action on the pneumococcus capsule. 


Stokinger’ studied the absorption and ex- 
cretion of the new sulfanilamide compound, 
sulfapyridine, sometimes spoken of as M & 
B 693. They did this because they believe 
this drug will become very popular in the 
treatment of pneumonia and it is import- 
ant to know how rapidly the drug is ab- 


sorbed, how it is excreted and in what 
length of time. Their study is a combined 
animal experimentation and observation on 
patients. Laboratory animals did not ex- 
hibit any toxic effects, but in man nausea 
is extremely common and often associated 
with mental confusion. The drug is ab- 
sorbed rapidly. It was found that in the 
blood it reaches its maximum concentration 
in about three hours. This begins to fall 
after six or seven hours and is practically 
zero after eighteen or twenty hours. The 
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drug is detoxified by acetylation in the hu- 
man being. The amount acetylated is quite 
constant for an individual but varies widely 
among human beings. However, no free 
drug is found as a rule twenty-four hours 
after the administration of the last dose 
and the acetylated form is eliminated in 
forty-eight hours. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


NORTH LOUISIANA SANITARIUM 
SHREVEPORT 

The regular monthly meeting of the North Lou- 
isiana staff was called to order by the president, 
Dr. Gowen, at 7:50 p. m. on November 22, 1938, 
with twenty-two members present. Minutes of the 
previous meeting were accepted as read. Hospital 
report was then read. 

SCIENTIFIC PROGRAM 

Dr. Mathews presided at a clinico-pathologic 
conference, presenting an unusual and interesting 
case of thrombo-angiitis obliterans. The past his- 
tory revealed that in 1928 the patient had inter- 
mittent claudication and pain in his feet, which, 
at that time, was diagnosed by Dr. Buerger as 
thrombo-angiitis obliterans. The left leg had been 
amputated in 1935 because of a severely painful 
ulcer which would not heal. 

The patient became sick in August, 1938, with 
a feeling of severe, generalized abdominal pain; 
there was also nausea and vomiting. Opiates gave 
only partial relief, and, after observation for sev- 
eral hours, laparotomy was done, with a pre- 
operative diagnosis of mesenteric thrombosis. At 
operation multiple small hemorrhagic areas were 
found scattered throughout the mesentery. Fol- 
lowing operation, the patient’s symptoms abated 
for several days, but, on the sixth postoperative 
day he developed a high temperature, rapid pulse, 
followed by a state of shock, and on the tenth post- 
operative day, expired. 

Autopsy revealed firm grayish-red thrombus 
which extended to about mid-portion of the thoracic 
aorta, the abdominal aorta being completely oc- 
cluded by thrombus formation which extended into 
the iliac arteries. 

Preliminary discussion was opened by Dr. Crain. 
The case, following the presentation of the history, 
was further discussed by Drs. Abramson, Herold, 
Fleming and Hargrove. 

N. Judson Bender, M. D., Sec. 


HIGHLAND SANITARIUM 
SHREVEPORT 

The staff of the Highland Sanitarium held its 
regular monthly meeting Thursday, January 19, 
at 8 p. m., following dinner at 7 p. m. 

SCIENTIFIC PROGRAM 

Dr. W. H. Browning gave a most interesting 
paper on the importance of allergy in arthritis. 
He brought out the fact that arthritis, though one 
of the oldest diseases of which we have any record, 
is still a baffling one with reference to etiology in 
particular. Dr. Browning expressed the opinion 
that allergy plays an important role in the etiology 
of arthritis. The paper was discussed by Drs. R. B. 
DeLee, T. M. Oxford, T. P. Lloyd, and J. S. Shavin, 
and closed by Dr. Browning. 

Dr. T. P. Lloyd next presented a short but very 
interesting case report of “Pleural Effusion Com- 
plicating Diabetes Mellitus.” It was pointed out 
how, in this case, he was able to show, by x-ray 
study, the absence of any tubercular lesion in 
either lung just two weeks prior to the time the 
patient developed a massive left pleural effusion. 
It was brought out that the evidence of tubercu- 
losis in diabetic patients is ten times as great as 
in non-diabetics. The paper was discussed by Dr. 
P. R. Gilmer who brought out particularly the fact 
that the prognosis of any patient with effusion, 
having a negative or slight lung involvement, is 
excellent provided he receives four months’ hospital 
care or its equivalent. The case was further dis- 
cussed by Drs. W. H. Browning and George Wolfe, 
and closed by Dr. Lloyd. 

H. W. Boggs, M. D., Sec. 


HUTCHINSON MEMORIAL CLINIC 
NEW ORLEANS 
Scientific Session conducted by the Department 
of Pediatrics, Dr. Robert A. Strong, presiding. 
Calcified Hematoma Following the Injection of 
Whole Blood (Dr. Frank Weitz, Department of 
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Pediatrics): According to Kidner, in 1917, there 
were five theories for the formation of calcified 
hematomas, all of which have warm supporters 
and antagonists. The first theory supposes that 
the hemorrhage following an injury to muscle is 
first transformed into cartilage, which later ossi- 
fies; second, that the tumors are aberrant sesamoid 
bones; third, that the growths result from bits of 
periosteum detached and included in the muscle; 
fourth, that the fibrous tissue of the muscle under- 
goes a true metaplasia into bone; fifth, that the 
ossified area develops from cells disseminated from 
the periosteum through the hemorrhage. He modi- 
fies the latter slightly in his own theory, which is 
that trauma to the bone tears deep muscle fibers 
and at the same time causes a break in the peri- 
osteum. From both sources, blood is poured out and 
immediately deeper layers of periosteum respond 
to the stimulus of trauma by pouring forth osteo- 
blasts. These cells are free to wander through the 
mass of hemorrhage and from all directions, bone 
growth begins. 

Seeliger suggested that extravasations of blood 
from the subcutaneous tissue are followed by an 
immigration of mesenchymal elements with vascu- 
lar off-shoots along the reticulum of fibrin develop- 
ing within a few days from the blood effusion. 
The red cells lose their form and color and 
gradually disappear. At this stage, fibroblasts, 
histiocytes, plasma cells, leukocytes and a few 
lymphocytes are to be seen. Eosinophiles are also 
fairly numerous. Fibrin formation then begins 
and the cellular elements give place to the forma- 
tion of pure connective tissue. In many cases, an 
extensive effusion may be entirely absorbed. Intra- 
muscular effusions develop into connective tissue 
in much the same way. In some cases, lime salt 
deposits appear in the connective tissue lying be- 
tween the disintegrating muscle fibers. 

According to Aschoff, cited by Seeliger, a deposit 
of lime must involve: (1) an organic substance 
with a strong affinity for calcium; (2) a high 
calcium content in the blood and humors, a change 
in the rapidity of the blood current. The first step 
in calcification comprises the combination of cal- 
cium ions. New callus tissue must first absorb 
calcium and afterwards phosphoric acid and the 
corresponding carbonic acid. The second step is 
the accumulation of phosphorus in the calcifying 
or ossifying tissue. The third step depends upon 
the metabolism of fats or proteids. Albuminous 
products have a strong tendency to unite with 
calcium, forming complex combinations. Two-thirds 
of the dissolved calcium in the body is dissolved 
in the blood serum, while one-third exists in com- 
bined form in the albumin of the serum. 

The quantity of calcium in solution depends upon 
the concentration of hydrogen ions and increases 
with any augmentation of acidity in the calcium 
ion content. The hydrogen ion concentration is in- 
creased wherever inflammation occurs and wher- 
ever dead tissue appears. The dead tissue has a 
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relatively high alkalescence, while the surrounding 
tissue develops a high acidity. The union of cal- 
cium with dissolved or undissolved albumin in- 
creases with the augmentation of alkalescence, 
Since in consequence of the heightened alkalinity, 
the calcium content is greater in the inflamed 
surrounding region, the necrotic tissue is enabled 
to absorb lime from this region up to the satura- 
tion point. If phosphorus is present in a condi- 
tion favorable for reaction and if the albumin is 
decomposed, the conditions requisite for calcifica- 
tion are afforded. 

In 1930, Magliulo found in a series of cases of 
direct trauma to muscles that a hematic effusion 
always preceded the calcareous or bony formations. 
The calcification did not always turn into ossifi- 
cation and ossification may set in without being 
preceded by calcium deposits. He concludes that 
while a hematic effusion may give rise to calcifica- 
tions, this does not represent the principal and 
absolute coefficient for the neo-formation of bone 
after trauma. Other factors, such as environment, 
extension, and degree of original trauma of mus- 
cles, amount of calcium in the blood, modifications 
arising from treatment, must be reckoned with. 

The following year, von Brandt and Holtz 
showed by experimentation that local calcifications 
may be produced by a subcutaneous administration 
of irradiated ergosterin and that these calcifica- 
tions were not conditioned by inflammatory proc- 
esses, but the result of a specific effect of a trans- 
formation product of the ergosterin. 


CASE REPORT 


The patient, a colored infant, was admitted to 
the Hutchinson Memorial Clinic on March 15, 
1938. The baby was born on February 22, 1938, 
and three days after birth, began to have hema- 
temesis and melena. There were no other evidences 
of hemorrhage. He was brought to the Clinic 
where he was given 15 c. c. of whole blood (from 
maternal grandmother) intramuscularly in both 
gluteal regions. He was immediately sent into 
Charity Hospital and on the following day was 
given 70 c. c. of citrated blood intravenously. The 
infant bled through both the anus and mouth for 
about sixteen hours after admission, after which 
there was no further bleeding. At the age of three 
weeks, the baby was brought back to the Clinic, at 
which time the left buttock revealed a hard in- 
durated swollen area at the site of injection of 
whole blood. This mass was about 3 x 3 cm. and 
in the center there was a small necrotic area from 
which a slight amount of whitish gray purulent 
material was exuding. (Smear revealed only a few 
pus cells and no organisms). The muscles of the 
right thigh were increased in size, hard, and some- 
what tender. The skin overlying was shiny, tense 
and bluish black in color. The blood count at this 
time was as follows: Red blood cells, 3,510,000; 
hemoglobin 70 per cent; white blood cells, 12,000; 
S. L. 47 per cent; N. 49 per cent. There was @ 
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history of occasional vomiting and the baby ap- 
peared to be very irritable, crying during the 
length of the examination. A surgical consultant, 
on March 17, 1938, reported as follows: “Evident- 
ly two organizing hematomas, which may also be 
ossifying.” X-ray examination on March 19, 1938, 
revealed a slight increase in density in the region 
of the soft tissues of right femur and left buttock, 
suggestions of calcified hematoma. At the sugges- 
tion of one of the staff members, the patient was 
hospitalized, where he was given physical therapy 
in the form of radiant heat over both buttocks. 
On March 28, 1938, the hardened areas had de- 
creased somewhat in size and x-ray examination of 
May 11, 1938, reported that there was marked ab- 
sorption of opaque material previously noted. 

The thought came to us that the calcium content 
of the donor’s blood might have been a contribut- 
ing factor. However, the donor’s blood calcium was 
9.8 mgm., while the phosphorus was only 3.3 mgm. 
On admission, because of the precarious state of 
the infant, our efforts were concentrated on con- 
trolling the bleeding and no blood chemical studies 
of the baby’s blood were made. 

Adenoma of the Lung in the Newborn (Dr. 
Bertha Wexler): This report of an adenoma in 
the lung of a newborn infant, diagnosed by roent- 
genologic examination and confirmed by autopsy 
findings, is presented to add to the increasing list 
of verified instances of unusual lung pathology in 
the newborn. 

A full-term male infant, weight eight pounds, 
was born by normal delivery on November 3, 1938. 
The child’s color at birth was good and the routine 
physical examination revealed no abnormalities. 
On November 5, 1938, at 7:45 p. m., the intern 
was called to see the child and found him to be 
extremely dyspneic. The respiration was very ir- 
regular. The eyes were noted to recede into the 
sockets. The resident was called and, upon ex- 
amination of the chest, fine, soft, crepitant rales 
were heard anteriorly and posteriorly over the 
left side. Oxygen was administered and caffeine 
sodium benzoate given. An x-ray of the chest was 
made immediately, which revealed evidence sugges- 
tive of a pneumonic process. On November 6, 1938, 
the child was cyanotic, but appeared to be breath- 
ing with greater ease. Rales were still heard 
throughout the left chest. On the afternoon of 
that day, the respiration again became very rapid 
and shallow. Throughout this period the child 
nursed fairly well, taking two ounces of similac 
formula at each feeding. A second x-ray of the 
chest was taken and evidence pointed to a possible 
congenital absence of the left leaf of the dia- 
phragm. In order to rule this out, a barium meal 
was given and views of the gastrointestinal tract 
were taken. There was no opaque material noted 
above the level of the diaphragm. Late on the 
evening of November 9, the nails of both upper 
and lower extremities became blue and the child 
refused nourishment. Another x-ray of the chest 
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was then made and extensive calcification of the 
lower portion of the left pleural sac was reported. 
On November 10, the examination of the chest re- 
vealed fine crepitant rales over the right and left 
chest, both anteriorly and posteriorly. Respiration 
became labored and the child was more cyanotic. 
The condition became progressively worse, and the 
infant expired at 5:45 p. m. At no time did the 
temperature curve go above 100.6° rectally. 

An autopsy was performed and, grossly, the 
right lung was noted to be atelectatic. The left 
lung showed a rounded nodular tumor in the upper 
half of the upper lobe posteriorly. The tumor mass 
was very firm and nodular, having large blood 
vessels over its surface. There were some ad- 
hesions of the posterior surface of the tumor to 
the pleura. The cut surface of the tumor revealed 
a large circular mass, pinkish cream in color, and 
not appearing to be in opposition with or coming 
from any main bronchus. Many large blood vessels 
were seen within the tumor mass. Atelectasis was 
noted above the tumor mass in the uppermost por- 
tion of the left lung. The pleura was smooth, shin- 
ing and transparent. Quite a bit of serosanguineous 
fluid (50 ¢.c.) was present in the pleural cavity. 

The heart was greatly distorted and displaced, 
lying in the transverse position. The right side of 
the heart was markedly enlarged. The endocar- 
dium, valves, chordae tendineae were normal in 
appearance. However, there was a patent ductus 
arteriosus present. 

On microscopic examination, the alveoli of the 
lungs in general were fairly aerated. Here and 
there were small focal collections of neutrophiles 
with occasional lymphocytes. Sections of the tymor 
growth showed large, clear spaces, which were 
lined by dark-staining columnar cells, the cells 
being supported by a loose connective tissue stroma. 
Section of the heart showed myofibrils to be small 
and infantile in character. The rest of the organs 
showed no abnormalities on gross or microscopic 
sections. 

Hemoglobinuria Associated with Congenital 
Syphilis (Dr. R. P. Vieth): The patient, a four- 
year-old girl, entered the Clinic on January 6, 
1939, with the chief complaints of pain in the ab- 
domen since 1936, and frequent attacks of chills 
and fever associated with the passage of black 
urine since September, 1938. 

The present illness began in 19386, with mild 
cramp-like pains in the umbilical region of the 
abdomen. These pains would come on in the morn- 
ing and were never severe enough to cause the 
patient to go to bed. They occurred at weekly in- 
tervals. There was no associated nausea or vomit- 
ing, nor any relation to food intake. These abdomi- 
nal pains have progressively increased in fre- 
quency, severity and duration; at the present time, 
she complains of pain on the average of several 
times a week. 

Beginning in September, 1938, she began to have 
frequent attacks of chills and fever associated with 
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the previously mentioned abdominal pains. These 
paroxysms of chills and fever last for about an 
hour and during the attack the patient is acutely 
ill, so that she has to go to bed. She suffers from 
malaise, generalized aching pains and intense 
thirst. Following the paroxysm, she is apparently 
in good health until the next attack. The interest- 
ing feature of these bouts of chills and fever is 
that the first specimen of urine passed immediately 
after the attack is very dark brownish-red or black 
in color. Subsequent specimens passed in the inter- 
vals between attacks are clear and of normal 
yellow color. There is no history of ingestion of 
drugs or chemicals which might have a hemolytic 
effect. The patient was seen by a private physician 
in her home town at the onset of the attacks of 
chills and fever, and was given medicine which the 
mother thinks was quinine, but there was only 
slight and temporary relief. At the time of the 
patient’s first visit to the Clinic, while the student 
was questioning the mother, the patient very ac- 
commodatingly had a typical attack as described, 
followed by the passage of coffee-colored urine. 

The past history of the patient is entirely nega- 
tive. She was born at full term and there is no 
history of symptoms suggestive of syphilis. Her 
developmental history is also entirely normal. The 
mother states that she has never had any of the 
usual childhood diseases. Her habits are good. Her 
diet is that of the usual poor colored family living 
on a farm, although she gets a sufficient amount 
of milk and fresh vegetables. The systemic review 
is entirely negative except for the urinary abnor- 
mality. The only significant feature in the family 
history is that both parents are receiving anti- 
syphilitic treatment. 

A physical examination revealed a four-year-old 
colored girl, well developed, and moderately obese. 
She appeared rather lethargic, with a vacuous 
facial expression and poor emotional response. 
The temperature was 100.3° F., pulse 128, respira- 
tions 28. The only positive physical findings, in 
addition to the obesity, were pallor of the mucous 
membrane of the mouth and of the conjunctivae, 
an umbilical hernia, palpable liver (4 cm. below 
costal margin), a scanty white vaginal and ure- 
thral discharge. The spleen was not palpated. The 
laboratory findings were: Urine (first specimen) 
dark red-brown color with sediment composed of 
crenated and disintegrated red blood cells; specific 
gravity 1021; strongly positive benzidine test for 
occult blood; albumin plus. Other routine tests 
were negative. A second specimen of urine ob- 
tained in the irterval between paroxysms showed 
a clear yellow color; specific gravity 1010; a few 
white blood cells; no red blood cells but a weakly 
positive benzidine test. All other routine tests 
were negative. Hematology: Red blood cells, 2,- 
625,000; white blood cells, 11,000; hemoglobin 52 
per cent; Shilling differential: Polys 54 per cent, 
lymphocytes 438, monos 1, eosinophils 2. No ma- 
laria parasites were found on thick blood smears. 
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The red blood cells showed more than normal va- 
riation in size and shape. The reticulocyte count 
was 3 per cent. The fragility of the red cells was 
within normal limits, 0.36-0.32; icterus index 100, 
There was no evidence of sickling of red cells. The 
blood Wassermann and precipitin tests were 
strongly positive in the case of the patient and 
weakly positively in the parents. A blood culture 
was negative. Agglutinations for typhoid, un- 
dulant fever and tularemia were negative. Vaginal 
and urethral smears showed no gonococcal infec- 
tion. X-rays of the chest and long bones showed 
no evidence of pathology. 


At the time of the patient’s first visit, on the 
basis of the history of chills, fever, abdominal pain 
and black urine, and the history of syphilis in 
both parents, a tentative diagnosis of paroxysmal 
hemoglobinuria on the basis of congenital syphilis 
was made, with malaria as the most likely condi- 
tion to be ruled out. 


There was no clinical evidence of malaria, nor 
were plasmodia seen in the blood smears. The 
following procedures were then carried out to es- 
tablish a diagnosis of paroxysmal hemoglobinuria: 
A speciment of blood was drawn from the patient 
into an oxalated tube, the following mixtures being 
made in test tubes: (1) Patient’s erythrocytes plus 
patient’s serum; (2) patient’s serum plus normal 
erythrocytes; (3) patient’s erythrocytes plus nor- 
mal serum, and (4) normal serum plus normal 
erythrocytes. The four test tubes were then chilled 
at 0° C. for seven minutes and then incubated at 
37° C. for one hour. The results of this test, which 
is known as the Donath-Landsteiner test, were as 
follows: (1) Patient’s serum plus patient’s red 
blood cells—hemolysis; (2) patient’s serum plus 
normal red blood cells—hemolysis; (3) patient’s 
red blood cells plus normal serum—no hemolysis, 
and (4) normal serum plus normal red blood cells 
—no hemolysis. The significance of the Donath- 
Landsteiner test lies in the fact that it demon- 
strated in vitro the presence in the patient’s serum 
of an autohemolysin and isohemolysin which sensi- 
tizes red cells in the cold and causes hemolysis 
when these sensitized cells are subsequently 
warmed. 


We then attempted to induce artificially an at- 
tack of hemoglobinuria by chilling the patient. 
The patient’s feet were immersed in cold water 
for twenty minutes, but no chill was produced 
while she was in the clinic. However, on her way 
home she began to chill and shortly thereafter 
passed typical dark brown urine. This test is 
known as the Rosenbach test. We, therefore, felt 
justified in making a positive diagnosis of paroxys- 
mal hemoglobinuria on the basis of the following 
findings: (1) Evidence of syphilis by the strongly 
positive Wassermann reaction and the history of 
syphilis in the parents; (2) the association of 
spontaneous attacks of hemoglobinuria with chill- 
ing; (3) positive Rosenbach’s test; (4) positive 
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Donath-Landsteiner test; (5) absence of hemoglo- 
binuria between paroxysms. 

Introductory Remarks on Icterus Gravis Neo- 
natorum (Dr. Robert A. Strong): A sufficient 
number of studies have been made in the past 
decade upon which to base a fairly accurate con- 
ception of blood production from early fetal life 
through the period of transition, which begins 
when the baby takes its first breath and ends 
when the blood picture becomes what is generally 
recognized as normal. Many interesting things 
occur during this period. The changes which take 
place may proceed in accordance with what the 
present state of our knowledge suggests is normal, 
or we may encounter evidence of interruptions in 
this normal sequence of hematopoiesis and hemoly- 
sis for which we have been unable to discover 
entirely satisfactory explanation. 

It seems to be quite definitely established that 
the production of erythrocytes is not entirely con- 
fined to the bone marrow during fetal life, because 
there is ample evidence that there are extramedul- 
lary centers of erythrogenic activity located 
throughout the reticulo-endothelial system and red 
cells are formed in the liver, spleen and lymphatic 
tissues and sometimes even in the kidney. This 
is evidenced by the interesting changes which occur 
in these centers, especially in premature babies and 
in the type and quantity of cells which are ob- 
served in the blood smears taken at intervals in 
the newborn until the normal standards are estab- 
lished. For example, it has been quite generally 
observed that the color of the blood at birth is a 
darker shade of red than in later infancy and 
childhood. This is due to the increased amount of 
hemoglobin as well as erythrocytes which are pres- 
ent in the newborn period. The hemoglobin content 
has ranged from 117 to 97 per cent in the first ten 
days of life or, expressed in grams of hemoglobin, 
in 100 c. ce. of blood with an erythrocyte count of 
5,000,000, from 18.8 to 15.4 gm. per cent. The 
erythrocyte count in the first ten days of life 
varies between 4,000,000 and 8,000,000, and in the 
first few days of life is usually in excess of 5,- 
000,000. The most plausible explanation for this 
increase in the number of erythrocytes as well as 
hemoglobin is that the infant in utero is developing 
in an environment of low oxygen tension exactly 
as in adults who live at high altitudes. In both 
instances, it is necessary for the erythrocytes, the 
carriers of oxygen, to be present in increased num- 
bers so that tissue respiration may be adequately 
maintained. After birth, when the baby acquires 
its own oxygen by breathing an atmosphere having 
a much higher oxygen tension, all of the ery- 
throcytes above the conventional 4,000,000 or 5,- 
000,000 become surplus and, as a consequence, are 
destroyed by hemolysis. This hemolytic destruc- 
tion of the surplus red cells may result in the 
formation of bilirubin, and the jaundice which not 
infrequently develops is ordinarily spoken of as 
icterus neonatorum. The fall in hemoglobin and 
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red cells is usually rapid in the first week or two 
of life, when both level off to the usual amount 
and number seen in the average healthy baby. 
However, both may continue to decline beyond this 
point for the first six weeks of life, when a low 
point is reached. When this occurs, an anemic 
state is reached which is spoken of as physiologic 
anemia of the newborn. As a rule, this anemic 
state lasts only a short time provided medullary 
hematopoiesis becomes promptly established and 
meets the requirements of the rapidly growing and 
developing infant. In premature infants, the fall 
in hemoglobin may be even greater, so that in what 
is spoken of as the anemia of prematurity, the 
hemoglobin may fall lower than 50. 

On the other hand, several other interesting 
things are observed when anemia is the outstand- 
ing symptom, as evidenced by a marked decrease 
in the erythrocytes and, consequently, a low per- 
centage of hemoglobin, the fundamental requisites 
by which we recognize anemia as in contrast to 
the very high erythrocyte count and hemoglobin 
percentage characterizing the blood of the new- 
born. When this anemia is accompanied by an 
unusual erythroblastic activity in the extramedul- 
lary organs and in the peripheral blood, the condi- 
tion is spoken of as erythroblastosis fetalis. When 
it is accompanied by edema, splenomegaly, hepa- 
tomegaly, as weil as erythroblastosis, it is called 
universal edema of the fetus. Finally, when all of 
these symptoms exist together with a severe degree 
of jaundice occurring at or shortly after birth 
accompanied by a saffron color to the amniotic 
fluid and vernix caseosa, we speak of it as icterus 
gravis neonatorum. There is a growing belief that 
all of these conditions are phases of one clinical 
entity. It has been our good fortune to have had 
the opportunity to see two cases during the past 
month, on which we have been able to make all of 
the observations necessary to arrive at a conclusion 
that we were dealing with icterus gravis neona- 
torum per se, and I am going to ask Dr. Marks to 
enumerate these observations. 

Icterus Gravis Neonatorum (Dr. H. P. Marks, 
Department of Pediatrics): We are going to con- 
cern ourselves in this short resumé of icterus 
gravis neonatorum primarily with the clinical and 
hematologic features of this condition, both phases 
of which have been so well illustrated in the two 
cases to be presented. Dr. Schattenberg has kindly 
consented to discuss its pathologic manifestations 
later. 

Nothing definite is known concerning the etiolo- 
gy of this disease process, although many opinions 
have been advanced. Equally as much confusion 
has arisen in regard to its pathogenesis. One group 
of investigators, headed by Blackfan, Diamond and 
Baty, believe the disease to be a disturbance of 
the metabolism of the hematopoietic system result- 
ing, first, in either a failure of maturation of ery- 
throcytes or in an overgrowth of immature forms 
of erythrocytes; second, in the delivery of im- 
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mature nucleated erythrocytes in large numbers to 
the peripheral circulation; third, in the increased 
destruction of erythrocytes, including the nu- 
cleated forms. Parsons, Hawksley and Lightwood, 
on the other hand, offer convincing evidence that 
it is primarily a hemolytic process and that the 
erythroblastosis is provoked by the hemolysis. 


In icterus gravis neonatorum, previous children 
in the family may have been stillborn or affected 
with janduice, anemia, or universal edema. Cases 
have been reported, however, occurring in other- 
wise normal families. With few exceptions, preg- 
nancy has been normal, the infant born at term, 
and the incidence of obstetric difficulties bearing 
no relation to the occurrence of the disease. The 
placenta may be normal or enlarged, the amniotic 
fluid may be yellow, and the vernix caseosa golden 
in color. The child is often born markedly icteric. 
In some instances, the icterus becomes evident a 
few hours after birth, and in a small number of 
the reported cases, it has not appeared until as 
late as 48 hours after birth. Later, the child be- 
comes drowsy, the respirations rapid, and subcu- 
taneous hemorrhages or petechiae, convulsions, 
‘cyanotic and collapse attacks may develop. Uncon- 
sciousness supervenes and deepens, and death 
usually occurs on the fourth or fifth day. If re- 
covery takes place, the jaundice gradually disap- 
pears, but takes three to four weeks or even longer 
to clear completely. The liver and spleen are al- 
ways enlarged. As a rule, the feces are well 
colored with bile pigment, which may be in excess. 
Bile pigment and sometimes bile salts are found in 
the urine. There is a hemorrhagic tendency, and 
purpura, umbilical bleeding, melena, hematuria or 
intracranial hemorrhage may occur. 

The blood picture in icterus gravis neonatorum 
is quite characteristic. The anemia is profound, 
red cell counts as low as 500,000 per cu. mm. having 
been reported. The anemia is of the hyperchromic 
type and the color index is greater than one. The 
number of nucleated erythrocytes often exceeds 
50,000 per cu. mm. during the first few days of 
life. A considerable degree of polychromasia and 
anisocytosis is present, as are erythroblasts, normo- 
blasts and reticulocytes. Megaloblasts may be 
found in the peripheral blood. A variable degree 
of leukocytosis is usually found, the white cells 
frequently numbering over 25,000 per cu. mm., 
especially in the early stages. 

The results of different observers relative to the 
thrombocytes in this disease have been variable. 

The icterus index is always excessively high. 
The indirect Van den Bergh reaction is positive, 
but the test may become diphasic from plugging 
of the bile ducts and destruction of liver cells. 
Generally, the fragility of the red cells to hy- 
potonic salt solution has been found to be within 
normal limits. The bleeding time is sometimes 
considerably increased and the coagulation time 
slightly lengthened. 
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Icterus gravis neonatorum has to be differ- 
entiated from other causes of jaundice in the 
newborn, foremost among which are icterus neo- 
natorum or simple physiologic jaundice, sepsis, 
congenital obliteration of the bile ducts, prenatal 
syphilis, congenital acholuric jaundice and leu- 
kemia. 


CASE REPORTS 


Baby R., a white female, born about one a. m. 
en January 13, 1939, was seen approximately 18 
hours after birth. Low forceps and episiotomy had 
been performed, but labor was in no way difficult. 
The membrane had ruptured several hours before 
the arrival of the obstetrician, so that accurate in- 
formation as to whether or not the amniotic fluid 
was yellow was not available. The vernix caseosa 
was of a distinct yellow-golden color. 

This was the mother’s second pregnancy, the 
first having resulted in a normal baby, who has 
been developing along normal lines. She attended 
the Touro Prenatal Clinic and with the exception 
of a slight amount of uterine bleeding on Novem- 
ber 16, which quickly checked, her pregnancy pre- 
sented no complications. Three Wassermanns gave 
negative results. 

On physical examination, the baby was a well- 
developed, well-nourished white female, weighing 
apparently about seven pounds. She appeared 
quite drowsy, the usual stimuli giving rise to but 
little reaction. The skin was of a deep orange-red 
color. In several areas, the vernix was still pres- 
ent, and on removal with a cloth was found to 
have a golden-yellow color. The spleen was tre- 
mendously enlarged, extending to the iliac crest. 
The liver was likewise palpable just above the 
iliac crest. There was a slight degree of edema of 
the upper and lower eyelids. Reflexes were dis- 
tinetly sluggish. 

The child was admitted to Touro Infirmary 
where, on the following day, a direct transfusion 
of 50 c. c. of whole blood was given. Death, how- 
ever, occurred suddenly six hours after the blood 
was given. 

The laboratory work was as follows: On Janu- 
ary 138, 1939, twelve hours before the transfusion 
—hemoglobin 44.2 per cent (6.8 grams) ; red blood 
cells 1,530,000; color index 1.46; mean corpuscular 
hemoglobin 45.3 micromicrograms, mean corpuscu- 
lar hemoglobin concentration 26 per cent; white 
blood cells 21,250; nucleated red blood cells 65,000; 
P. N. 53 per cent; P. E. 2 per cent; S. L. 35 per 
cent; monocytes 5 per cent; myeloblasts 1 per cent; 
myelocytes 4 per cent; anisocytosis, poikilocytosis 
and polychromatophilia marked; reticulocytes 25 
per cent; platelets 300,000. The fragility test was 
well within normal limits; icterus index 300. Short- 
ly after the transfusion, a second count was made 
which varied but slightly from the above study. 

The second case report is that of a colored male, 
newborn, who was first seen by us on January 
21, 1939, approximately 48 hours after birth. In- 
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tense jaundice had been observed for the first time 
on the preceding day. Delivery had been spon- 
taneous and the baby cried immediately after birth. 
The obstetric resident, when questioned, stated that 
he did not find the baby jaundiced at birth, nor 
was the amniotic fluid of a yellow color. 


The mother had had four pregnancies before the 
birth of this child; the first infant dying at two 
weeks of age, cause unknown; the second living 
and well; the third dying when three days old of 
what the mother called yellow jaundice, and the 
fourth has been well since birth. The mother has 
attended the Prenatal Clinic at Charity Hospital 
for each of her pregnancies, and apparently no 
complications developed during any pregnancy. 
Her Wassermann reaction had always been nega- 
tive. No member of her family or of her husband’s 
family has ever been jaundiced as far back as she 
can recall, 


On physical examination the baby appeared to 
be a well-developed and well-nourished negro male, 
newborn, weighing approximate 6% pounds. The 
skin was intensely icteric, almost of a saffron color. 
The sclerae showed a similar color. Breathing was 
rapid and shallow. The abdomen appeared quite 
distended. The spleen was palpably enlarged, ex- 
tending to just below the umbilicus in the midline. 
The liver was likewise enlarged, being palpated 
about four fingers’ breadth below the costal mar- 
gins. Blood was collected for study and for match- 
ing for transfusion. Immediately after withdraw- 
ing the blood, 15 ¢c.c. of whole blood was injected 
into the gluteal muscle, the mother being used as 
the donor. Several hours later, an indirect trans- 
fusion of 45 c.c. of citrated blood was given. 
Oxygen was administered continuously, and fluids 
were given by hypodermoclysis. The patient ex- 
pired about three hours after the transfusion. 

The laboratory findings were as follows: Hemo- 
globin 40.3 per cent (6.2 grams); red blood cells 
1,380,000; color index 1.5; mean corpuscular 
hemoglobin 44.8 micromicrograms; mean corpuscu- 
lar hemoglobin concentration 31 per cent; icterus 
index 200; white blood cells 19,500; P. N. 62 per 
cent; P. E. 1 per cent; S. L. 32; monocytes 3; 
myelocytes 2 per cent; reticulocytes 8.5 per cent; 
platelets 200,000 cu. mm. The fragility test was 
well within normal limits. 


Pathology of the Anemias of Infancy (Dr. H. J. 
Schattenberg, Department of Pathology): Under 
this heading three fairly distinct types may be 
recognized pathologically and may be classed as 
follows: (1) Icterus gravis neonatorum; (2) con- 
genital anemia and (3) congenital hydrops. While 
these anemias may differ from a clinical stand- 
point, they present in common such features as 
anemia, hyperplastic bone marrow, nucleated red 
cells in the circulation and extramedullary hema- 
topoiesis in the liver and spleen. The etiology is 
obscure. They occur most often in the multiparous, 
often after the birth of several normal children. 
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Icterus gravis neonatorum: The characteristic 
pathologic features are the presence of embryonic 
blood-forming centers (hemopoiesis) in the liver 
and spleen, anemia, jaundice and cyanosis. An im- 
portant feature is a yellowish discoloration of the 
basal ganglia known as “kernicterus.” Petechial 
hemorrhages are often noted in the skin, mucous 
and serous membranes and in the parenchymatous 
organs. Hematopoiesis is noted to a lesser extent 
in the pancreas, thymus, adrenals, lymph nodes 
and kidneys. Hemosiderin deposits are noted in 
all organs of the body, but more especially the 
liver and spleen. Often the liver and spleen may 
be enlarged to ten times their normal size. Red 
cell counts vary from 1-3,000,000 cells per cu. mm., 
of which 100,000 may be normoblasts. Reticulo- 
cytes are numerous and anisocytosis and poikilocy- 
tosis are common features. The urine contains 
bilirubin but no urobilinogen. Stools usually show 
bile pigment. 

Congenital anemia: Similar to icterus gravis 
neonatorum, this type of anemia is also charac- 
terized by erythroblastosis, anemia and extra- 
medullary blood forming centers in the liver and 
spleen. Jaundice is present in about one-half of 
the cases and is usually not severe. The liver and 
spleen are markedly enlarged. The bone marrow 
is red and hyperplastic. The red cell count may 
be as low as one million cells per cu. mm. and the 
anemia is of the hyperchromic type. Leukocytosis 
usually prevails with myelocytes in the blood films. 
Bleeding time, fragility of red cells and platelet 
counts are normal. 

Congenital hydrops: This is a pathologic entity 
in which the infant shows presence of pleural 
effusions and increased amounts of fluid in the 
pericardial and abdominal cavities. Often there 
is marked edema of the placenta and when this 
occurs, death usually ensues, either before, during 
or soon after birth. Unlike the two types of anemia 
described above, the blood shows a severe anemia 
which, in this instance, is hypochromic. Large 
numbers of nucleated red cells and myelocytes are 
noted in the circulation. The liver and spleen are 
markedly enlarged and the thymus and lymph 
nodes moderately so. Embryonic blood-forming 
centers (extramedullary hematopoiesis) are nu- 
merous in the parenchymatous organs. These cen- 
ters may be so prominent in the liver that the 
liver cells are compressed and obstruction of biliary 
radicals may occur, explaining the accompanying 
jaundice, at least in part. Hemosiderin deposits 
are noted throughout the parenchymatous organs. 
The bone marrow is hyperplastic. 

Correlation: The extramedullary blood-forming 
centers in the liver and spleen are compensatory. 
In these peculiar anemias they persist from early 
embryonic life instead of disappearing normally 
at maturity. The icterus is at first due to exces- 
sive red cell destruction, later to overloading of 
liver cells with hemosiderin or pressure upon bile 
channels by blood-forming foci. The anemia is due 
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to rapid destruction of red cells, failure to turn 
out normally-formed erythrocytes or a combination 
of these factors. Bleeding and petechia formation 
is aggravated by the severe jaundice and results 
especially from crowding out and destruction of 
megakaryocytic centers in the bone marrow follow- 
ing erythroblastic activity. This is followed by a 
marked lowering of the thrombocytic level. The 
hemosiderosis follows excessive red cell destruction 
and also altered iron metabolism. 





J. T. NIX CLINIC 
NEW ORLEANS 


At the meeting held in February, Doctor C. E. 

Gorman presented the following paper: 
FACE PRESENTATION 
REPORT OF CASES 

The presentation of this paper is to demonstrate 
a very rare occurrence, three face presentations 
occurring within eight weeks. Before citing these 
specific cases let us refresh ourselves regarding 
the percentage occurrence, the etiologic factors, 
the prognosis and the treatment. 

Statistics and percentages derived from a study 
of several hundred thousand cases by Schroeder? 
show that the face presents in 0.6 per cent. The 
findings of other statisticians on the subject co- 
incide with those of Schroeder. Markoe,? after 
analyzing 60,000 cases, gives a percentage of 0.48. 
Pinard,® giving a similar cross sectional study of 
92,026 cases, arrived at the conclusion that face 
presentations occur in 0.4 per cent. Schumann,‘ 
in citing the instance at the Kinsington Hospital 
for Women, records about one in 400 cases. 

These cases are divided into two types; the 
primary and secondary face presentations. In both 
the mentum is the leading pole, the head is mar- 
kedly extended, and the face appears at the vul- 
vovaginal orifice. The primary face presentation 
occurs very seldom. In these cases the head 
assumes the hyperextension prior to the onset of 
labor, whereas in the secondary cases this occurs 
after labor has started. 

Let us consider the etiology of this condition. 
These cases must be divided into two classifica- 
tions, those of maternal origin, and those occur- 
ring due to fetal factors. In multiparas and 
women of very lax abdominal musculature an 
anterior protrusion takes place. This causes a 
hyperextension of the head. Williams® gives 
credit to a contracted pelvis or an excessively 
large child as causing the greatest number of 
cases. A low implantation of the placenta has 
also been given as a prominent cause. Petitjean® 
champions this latter and purports it to be the 
causative factor in two-thirds of the cases. Dun- 
ean’ thinks the greatest causative factor is a 
marked malposition of the uterus. This allows the 
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back of the child to sag, thus accentuating the 
extension of the head and neck. A high percent- 
age of these cases, approximately 60 per cent, oc- 
cur in multiparous women. Maultiparity, with its 
accompanying relaxed muscles of the abdomen, 
allows the uterus to lie obliquely. Any undue 
enlargement of the anterior neck, of the fetus, 
such as a congenital hypertrophy of the thyroid, 
hygroma colli, adenopathy, or edema, will prevent 
the flexion of the child’s head. Also there is a 
group of extraneous causes such as abnormal size 
or location of the umbilical cord which prevents 
the proper flexion. Dolichocephaly, or an _in- 
creased fronto-occipital diameter, has often been 
given as an etiologic factor. I rather believe that 
this should be classed under effect and not under 
cause. 

In considering the prognosis we definitely feel 
that the fetal mortality percentage is high. This 
undoubtedly is due to the prolongation of labor. 
The mortality in these varies from 14 to 21 per 
cent with different authorities. The extreme hy- 
perextension and pressure on the neck is prob- 
ably responsible for edema of the medulla. It is 
even possible that pressure actually damages the 
brain, medulla, or cord. Also the possibility of 
subdural or cerebral hemorrhage must be kept in 
mind. 


There have been many methods designed to 
convert the face into a vertex presentation. The 
technic is usually awkward and of little avail. 
The concensus of opinion rules that the fetus 
should be left to pursue a physiologic descent. 

The three cases discussed in this paper are on 
record in the obstetric department of the J. T. 
Nix Clinic. The first of these was admitted to 
Hotel Dieu, July 20, the second September 2, and 
the third September 23, 1938. The remarkable 
feature of these cases is the short period in which 
they occurred. A short summary of each case 
follows: 


CASE REPORTS 


Case 1. Mrs. G. T. G., aged 32 years, para 
four, gravida five. All past pregnancies were 
perfectly normal during prenatal and postnatal 
care. Deliveries were normal] full term babies. 
Puerperiums were uneventful. Present prenatal 
care was normal in every respect. Labor did not 
ensue at the scheduled time. Examination re- 
vealed the head not engaged. Pains began July 
21, 1938, and with about four pains the cervix 
dilated, the membranes ruptured and the face 
was resting on the perineum. Remainder of de- 
livery was normal with the face presenting. 

Case 2. Mrs. C. Z., aged 37, para one, gravida 
three; prenatal care was normal except that she 
“carried” in a very low position. This produced 
some discomfort but no untoward symptoms. La- 
bor began with slight irregular pains 12:30 a. m., 
September 2, 1938. She was admitted to Hotel 
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Dieu at 1:00 p. m., pains every five minutes, 
lasting twenty-five seconds, and with two fingers 
dilation. Complete dilation at 4:00 p. m., appli- 
cation of mid-forceps and delivery of face pre- 
sentation. 


Case 3. Mrs. C. G., aged 32, para two, gravida 
three, came into Hotel Dieu from the country at 
1:00 a. m., September 23, 1938, having been in 
labor forty hours. She was given sedation, pains 
stopped and she was allowed to sleep for seven 
hours. The presenting face could be felt by the 
examining fingers, thus indicating x-rays, which 
were taken. It was decided that a podalic version 
and extraction should be performed. This was 
accomplished at 10:00 a. m. 


These three reports represent classic cases of 
face presentations. They were each handled in 
a different manner as the situation demanded. It 
is of interest to note that none of these cases 
presented any of the fetal etiologic factors. Two 
presented maternal etiology in the form of being 
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multiparous. The fetal facial expression of all 
three was indeed very typical. This is a rather 
grotesque appearance, especially if there are many 
bruises. The face returns to normal and the 
bruises disappear within a few days, resulting in 
a normal child. 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 


Radio Talk, Orleans Parish Medical 
Society, 9:15 to 9:30 a. m., WDSU. 
Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

Hutchinson Memorial Clinic Staff, 8 
p. m. 

Mercy Hospital Staff, 8 p. m. 
Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
ORLEANS PARISH MEDICAL SO- 
CIETY, Board of Directors, 8 p. m. 
Clinico-pathologic Conference, Hotel 
Dieu, 8:15 p. m. 

Eye, Ear, Nose and Throat Staff, 

8 p. m. 

Radio Talk, Orleans Parish Medical 
Society, 9:15 to 9:30 a. m., WDSU. 
Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Touro Infirmary Staff, 8 p. m. 
ORLEANS PARISH MEDICAL SO- 
CIETY, 8 p. m. Joint meeting with 
the New Orleans, Gynecological and 
Obstetrical Society. 

Charity Hospitai Dental Staff, 8 p. m. 
Eye, Ear, Nose and Throat Club, 

8 p. m. 

Radio Talk, Orleans Parish Medical 
Society, 9:15 to 9:30 a. m., WDSU. 
Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 


March 


March 


March 


March 


March 13. 


March 14. 


March 15. 


Charity Hospital Surgical Staff, 

8 p. m. 

I. C. R. R. Hospital Staff, 12 noon. 
New Orleans Dispensary Staff, 8 p. m. 
Hotel Dieu Staff, 8 p. m. 

Charity Hospital Medical Staff, 8 p. m. 
Radio Talk, Orleans Parish Medical 
Society, 9:15 to 9:30 a. m., WDSU. 
Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 


March 


March 
March 
March 


March Clinico-pathologic Conference, Touro 


Infirmary, 11:15 a. m. to 12:15 p. m. 
Regular meeting of Orleans Parish 
Medical Society dispensed with because 
of conflict with American College of 
Physicians meeting. 

Baptist Hospital Staff, 8 p. m. 


Radio Talk, Orleans Parish Medical 
Socitey, 9:15 to 9:30 a. m., WDSU. 
Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 


March 


March ; 
March 


March : Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 


L. S. U. Faculty Club, 8 p. m. 


During February, the society held two meetings. 
On February 9, a joint scientific meeting with the 
New Orleans Graduate Medical Assembly was 
held. The following out-of-town guests were on the 
program: 

Classification and Treatment of Goiter 
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Dr. Charles G. Heyd, New York City 
Medical Jurisprudence 
Dr. Paul H. Ringer, Asheville, North Carolina 


At the meeting of February 27, the following 
program was presented: 
Acute Lymphocytic Choriomeningitis (Case Pre- 
sentations—Lantern Slides) Dr. C. J. Tripoli 
Discussed by Drs. John H. Musser and J. O. 
Weilbaecher, Jr. 
Recent Observations of Military Surgery in the 
Spanish Wavt......--.-.....--+-- Dr. Rudolph Matas 


The following doctors were elected to member- 
ship: Active: Drs. Louis J. Bristow, Jr., R. Alec 
Brown, and Julius L. Wilson. Interns: Drs. Ed- 
ward L. Levert, Irvin Cahen and Oran V. Prejean. 


NEWS ITEMS 


Drs. C. C. Bass, W. H. Harris, H. J. Schatten- 
berg and J. R. Schenken spoke before the Society 
for Experimental Biology and Medicine, January 
31. 


Drs. Isidore Cohn, Rigney D’Aunoy, Béla Hal- 
pert, Ben R. Heninger and Michael A. Ogden 
were on the program of the Faculty Club of Lou- 
isiana State University Medical School. 


Dr. Daniel M. Kingsley, surgeon of the S. S. 
Delsud, was decorated with the Order of the Crown 
of Yugoslavia, January 19. 


The following officers were elected on the Bap- 
tist Hospital Staff: Dr. E. Z. Browne, chairman; 
Dr. C. L. Cox, vice-chairman; Dr. Garland Walls, 
secretary, and Dr. Robert F. Sharp, treasurer. 


Those elected on the Hotel Dieu Staff were Dr. 
C. Grenes Cole, president; Dr. Lucien A. LeDoux, 
vice-president, and Dr. C. E. Gorman, secretary. 


The following members were on the program of 
the Tuberculosis and Public Health Association 
meeting, January 24-25: Dr. William Harvey 
Perkins, chairman; Drs. James M. Batchelor, R. 
Alec Brown, Joseph A. Danna, Edmund L. Faust, 
A. J. Hockett, Chaille Jamison, Sydney Jacobs, 
Joseph A. O’Hara, Alton Ochsner, Emile Naef, I. 
L. Robbins, John H. Musser, Robert A. Strong, and 
Julius Lane Wilson. 


At the meeting of the Louisiana Chapter of the 
National Gastroenterological Association, held Jan- 
uary 28, cases were reviewed by Drs. P. L. Quer- 
ens, J. Holmes Smith, and Herbert L. Weinberger. 


On February 1, Dr. Neal Owens spoke before the 
Gulfcoast Medical Society, at Gulfport. 


Orleans Parish Medical Society 


Dr. Clarence P. May addressed the Parent- 
Teacher Association on February 2 and the Rapides 
Parish Medical Society at Alexandria on February 
6. 

Dr. Samuel B. Nadler read a paper before the 
Louisiana Section of the American Chemical So- 
ciety, February 10. 


Drs. C. C. Bass and John H. Musser attended 
the annual Congress on Medical Education and 
Licensure, February 13-14. Dr. Bass also met 
with the Committee on Scientific Research of the 
American Medical Association, February 12, in 
Chicago. 


The following members were on the program of 
the Mid-South Post-Graduate Medical Assembly 
at Memphis: Drs. Leon J. Menville, John H. Mus- 
ser and Alton Ochsner. 


Dr. Theodore A. Watters presented a paper be- 
fore the Missouri-Kansas Neuropsychiatric Society, 
February 15-17, in Kansas City, Missouri. 


At the meeting of the Louisiana Dietetic Associa- 
tion, February 15, Dr. Roy H. Turner presented a 
paper. 


Dr. William Harvey Perkins attended the meet- 
ing of the executive board of the National Tuber- 
culosis Association held in Chicago, February 11. 


Dr. Hilliard E. Miller attended the meeting of 
the American Gynecological Club in Baltimore, 
February 24-25. 


The following members were on the program of 
the New Orleans Urological Society at the meeting 
on February 28: Drs. A. Mattes, John G. Menville 
and W. A. Reed. 


The following members were elected officers of 
the Catholic Physicians Guild of New Orleans: Dr. 
Daniel J. Murphy, president; Dr. George Taquino, 
vice-president; Dr. Edwin L. Zander, secretary; 
Dr. Narcisse F. Thiberge, treasurer; and on the 
Board, Drs. Joseph A. Danna, Edmund L. Leckert, 
Walter J. Otis and E. J. Richard. 


Drs. C. Victor Vignes and J. O. Weilbaecher 
were honored by Loyola University for twenty- 
five years of teaching service. 


The new officers of Touro Infirmary are Dr. 
Walter E. Levy, chairman; Dr. John A. Lanford, 
vice-chairman, and Dr. Herbert L. Weinberger, 
secretary. 


Dr. Oscar Blitz has qualified as an associate 
member of the American College of Physicians. 
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TREASURER’S REPORT 
Actual book balance 12-31-38 $3,798.94 
SII” III siccisincidessoanckciennenioacaneniieaieiibentiniaen 2,834.77 
$6,633.71 
1,722.58 


$4,911.13 


Total Credits 
January expenditures 


Actual book balance 1-31-39 


LIBRARIAN’S REPORT 


During January, 179 volumes have been added 
to the Library. Of these 86 were received by bind- 
ing, 76 by gift, 4 by purchase and 13 from the 
New Orleans Medical and Surgical Journal. The 
Library has loaned to physicians during January, 
927 books and journals. In addition items have been 
loaned to students for overnight use, making a 
total of 2,244 for the month. This is the largest 
monthly circulation in the history of the Library. 
Members of the staff have collected material on the 
following subjects during the month, at the request 
of members of the society: 

Anatoxin 

Treatment of arsenic poisoning 

Anemias in pregnancy 

Dendritic keratitis 

Irradiation therapy of pituitary, thyroid, ovar- 

ian and adrenals glands 

Ascariasis 

Schistosomiasis 

Carcinoma of duodenum 

History of Charity Hospital 


NEW BOOKS 


Association of Life Insurance Presidents Pro- 
ceedings, 1938. 


509 


International Clinics, v. 1-4, 1938. 

American Hospital Association Transactions, v. 
36-39, 1933-37. 

American Surgical Association Transactions, v. 
59, 1938. 

Practical Medicine Series: Nervous and Mental 
Diseases, 1930-33. 

Small, L. F.: Studies in Drug Addiction, 1938. 

U. S. Children’s Bureau: Proceedings of the 
Conference on Better Care for Mothers and Babies, 
1938. 

Riemann, H. A.: The Pneumonias, 1938. 

Wetherbee, Winthrop, Jr.: Medicine in the Out- 
patient Department, 1938. 

Sharp, W. B.: Practical Microbiology and Public 
Health, 1938. 

Partridge, William: Aids to Bacteriology, 1938. 

Ravitch, M. L.: Romance of Russian Medicine, 
1937. 

Conklin, Emilie: Doctors, I Salute! 1938. 

Bacon, J. E.: Anus, Rectum and Sigmoid Colon, 
1938. 

Mallory, F. B.: Pathological Technique, 1938. 

Ivy, R. H.: Fractures of the Jaws, 1938. 

Blanchard, C. E.: Romance of Proctology, 1938. 

Sobotka, Harry: Chemistry of the Sterids, 1938. 

Sigerist, H. E.: Socialized Medicine in the Soviet 
Union, 1938. 

Harrington, Milton: Biological Approach to the 
Problem of Abnormal Behavior, 1938. 

Hassin, G. B.: Histopathology of the Peripheral 
and Central Nervous System, 1933. 

Baker, H. J.: Diagnosis and Treatment of Be- 
havior Problem Children, 1935. 

Gilbert C. Anderson, M. D., 
Secretary. 
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CALENDAR 


Louisiana State Medical Society 
American College of Physicians 


April 24-26, 1939 
March 27-31, 1939 


Alexandria. 


New Orleans. 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date 


East Baton Rouge 

East and West Feliciana 
Morehouse 

Orleans 

Ouachita 

Pointe Coupee 

Sabine 

Second District 


Second Wednesday of every month 
First Wednesday in June 
Second Tuesday of every month 


Second and fourth Monday of every month 
First Thursday of every month 


First Tuesday in March 
First Wednesday of every month 
Third Thursday of every month 


Place 
Baton Rouge. 
Jackson. 
Bastrop. 


New Orleans. 
Monroe. 
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SECOND DISTRICT MEDICAL SOCIETY 


A regular meeting of the Second District Med- 
ical Society was held January 19 in the Colonial 
Country Club, at Harahan. Dr. E. P. Feucht, act- 
ing as host, entertained the members and guests 
at supper. Among the members present were: 
Drs. R. F. Sharp, J. S. George, L .O. Waguespack, 
L. T. Donaldson, P. A. Donaldson, J. E. Clayton, 
E. P. Feucht, W. H. Guillotte, J. S. Kopfler, F. 
S. Herrin, D. N. Silverman, A. V. Friedrichs, F. 
M. Hinderlang, S. L. Gill, and P. T. Landry. 
Guests were: Drs. Charles Bloom, L. J. Menville, 
C. L. Cox and Maurice Lescale. 

The guest speaker of the evening was Dr. 
Charles Bloom, of New Orleans, who spoke at 
length on “Infant Food and Feeding.” Discus- 
sion followed in which a number of the physicians 
present participated. 

Dr. Joseph S. Kopfler, of Kenner, was elected 
delegate to the State Medical Society; Drs. L. O. 
Waguespack, of Vacherie, and F. S. Herrin, of 
Destrehan, were elected as alternates. 

Applications for membership received from Drs. 
S. L. Gill, Hahnville; Charles F. Gelbke and Car- 
roll F. Gelbke, of Gretna, were read. It was 


moved by Dr. Kopfler and seconded by Dr. Landry 
that these applications be accepted. 
was carried and so ordered. 

Fred. S. Herrin, M. D., Sec. 


The motion 


SHREVEPORT MEDICAL SOCIETY 


The regular meeting of the society was called 
to order on January 3, 1939, by Dr. P. D. Abram- 
son, who relinquished the chair to the president- 
elect Dr. R. T. Lucas. The new president made 
brief appropriate remarks outlining plans for his 
term of office. The minutes of the December 
meeting were read and approved with one cor- 
rection. 

The secretary presented communications from 
Dr. J. M. Gorton outlining plans for the Health 
Forum to be conducted by the Y. M. C. A., and 
from Time expressing thanks for the resolution 
regarding Dr. Cabot’s statement. The letter stated 
that the resolution would be filed for ‘possible 
future publication.” 

The scientific program consisted of a paper 
given by Dr. Rowland and a case report by Dr. 
W. S. Kerlin. Dr. Rowland presented a very in- 
teresting, important, and well prepared paper on 
“Complications Following Cardiac Infarction,” 
and indicated by statistics the frequency of these 
conditions. The case reported by Dr. Kerlin was 
that of terminal avitaminosis. Necropsy revealed 
no causative pathology except a markedly diseased 
appendix which had, according to history subse- 
quently obtained, produced dyspeptic symptoms 
for several years. 

His application being found in proper order 
Dr. D. A. Mohler was elected to membership in 
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the society. Applications for membership were 
received from Dr. F. A. Baker and Dr. Gene D, 
Caldwell. 


Under new business Dr. T. B. Tooke brought 
up the question of recommendations to the con- 
gressmen and senators outlining our objections to 
socialized medicine. He moved that the Com- 
mittee on Public Health and Legislation draft 
suitable resolutions and mail to our representa- 
tives in Congress. The motion also urged the 
members to write personal letters of a similar 
nature. The motion was seconded by Dr. C. R. 
Gowen, and passed. 


A resolution was introduced by Dr. J. M. Bo- 
denheimer deploring the indictment of the A. M. 
A., its officials, and others, and urging full legal 
defense. On motion by Dr. Bobenheimer, sec- 
onded by Dr. D. A. Huckabay, the resolution was 
adopted. 

The meeting was then adjourned, and light re- 
freshments served by the Committee on Social 
Affairs. 

J. E. Knighton, Jr., M. D., Sec. 


OUACHITA PARISH MEDICAL SOCIETY 


The regular monthly meeting was called to or- 
der February 2, 1939, at 7:30 p. m. by Dr. John 
Pracher, president. The minutes of the previous 
meeting and those of the called meeting of Jan- 
uary 26 were read and approved. 


SCIENTIFIC PROGRAM 


The first paper, entitled “The Rationale of 
Blood Transfusion,’ was presented by Dr. J. W. 
Cummins. This was discussed by Drs. Gray, Jr., 
Coon, Mosely, and Pracher. The second paper 
on “The Toxicology of Sulfanilamide” was pre- 
sented by Dr. R. M. Simonton. This was dis- 
cussed by Dr. Mosely. 


Dr. Hunter reported that the committee ap- 
pointed to work with the Farm Security Adminis- 
tration had not held a meeting because no rep- 
resentative of the F. S. A. had contacted them. 
A letter from the St. Landry Parish Medical 
Society to the effect that that society was opposed 
to the Farm Security Administration program was 
read. 


A motion was made by Dr. Gray, Sr., that, in 
view of the fact that the auxiliary to this society 
had been doing splendid work and had been co- 
operating so efficiently with the society, the 
society should take some recognition of this. He 
proposed that this should be in the form of an 
entertainment given by the society in which the 
auxiliary should take part. This motion was 
seconded by Dr. Moore and passed. The motion 
was then referred to the Entertainment Commit- 
tee to work out the details. 


L. L. Titche, M. D., Sec. 
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ST. MARY PARISH MEDICAL SOCIETY 


A special meeting of the St. Mary Parish Med- 
ical Society was held on February 14 for the 
purpose of the election of officers and the ap- 
pointment of delegates to the annual meeting of 
the Louisiana State Medical Society. Dr. F. H. 
Metz, of Morgan City, was elected president; Dr. 
T. H. Gueymard, of Morgan City, vice-president; 
Dr. P. S. Parrino, of Franklin, was re-elected 
secretary-treasurer; Dr. T. H. Gueymard was 
elected delegate to the State Medical Society an- 
nual meeting and Dr. P. S. Parrino was designated 
alternate delegate. 


The subject of admissions to the charity hos- 
pitals of Louisiana was discussed and a commit- 
tee was appointed to pass on all admissions of St. 
Mary Parish residents to the Lafayette Charity 
Hospitals. It was the general opinion of the group 
that, whereas an occasional patient who could pay 
private fees is admitted to a charity hospital, in 
general, these institutions admit only the medi- 
cally indigent. It was the opinion of some of 
the members of the society that the rules for 
admission to the hospitals are somewhat too strict 
and that some patients who are not eligible for 
admission to the hospitals are still unable to pay 
the prevalent rates in private hospitals. It was 
suggested that the universal adoption of the hos- 
pital insurance plan now in operation in several 
localities would bridge this gap. 


The medical society meeting was held imme- 
diately following the fourth postgraduate session 
in obstetrics. These postgraduate sessions were 
conducted by R. E. Arnell, Professor of Obstetrics, 
L. S. U. School of Medicine, New Orleans. Lec- 
tures were given by Doctors Arnell, Fertita, and 
Stadiem, all of the L. S. U.. staff. The subject 
of the lectures was “Hemorrhage During Preg- 
nancy and Labor and Its Treatment.” It was 
pointed out that a great many women die during 
childbirth from this cause. In discussing the ma- 
ternal mortality rate in the United States, Dr. 
Arnell stated that the difference between the 
American rates and those of European countries 
has been greatly exaggerated. He said that our 
rates appear higher because our statistics are 
much more complete than those of European 
countries and that the difference in rate is more 
apparent than real. However, he stated that we 
could save three-fourths of all the mothers who 
die in childbirth. 

Paul S. Parrino, M. D., Sec. 


BI-PARISH MEDICAL SOCIETY 


The Bi-Parish Medical Society was called to 
order on February 1, 1939, in the East Louisiana 
State Hospital at Jackson. Minutes of previous 
meeting were read and adopted. 


Dr. Miller read resolutions, as follows, relative 
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to the death of Dr. J. B. Sewell of Saint Francis- 
ville, Louisiana. 

Whereas, on November 30, 1938, one of our 
most faithful and cherished members, Dr. John 
B. Sewell, passed on to that Haven of Refuge 
reserved by the “Great Physician” for all of his 
humbles confreres; and 

Whereas, Dr. Sewell labored long and diligently, 
not only in combating disease, but in the interest 
of organized medicine; and 

Whereas, for many years, overcoming all ob- 
stacles, he ministered to rich and poor alike, en- 
dearing himself in the hearts of all; 

Therefore, be it Resolved, That the East and 
West Feliciana Bi-Parish Medical Society express 
to his bereaved widow and family our heartfelt 
sympathy and assure them that we, too, deeply 
feel this loss. 

Be it further Resolved, That a copy of these 
resolutions be indelibly written into our minutes 
and a copy sent to the New Orleans Medical and 
Surgical Journal. 

On motion resolutions were adopted as read. A 
motion was made that, at our next meeting, we 
discuss the resolution relative to the number of 
yearly meetings; that there be one paper at each 
meeting and that the members be informed of the 
essayist’s subject, so that they may be pre- 
pared to discuss the paper more intelligently. 

Scientific program consisted of the presenta- 
tion of five cases of paresis by Dr. A. D. Long. 
Dr. Long presented these cases in a most inter- 
esting way; they were freely discussed by mem- 
bers present. Dr. E. M. Robards read a most 
interesting and instructive paper on “Involution 
of Melancholia and Depressive Maniac State.” 
Dr. Robard’s paper was favorably received and 
discussed by members present. A vote of thanks 
was extended to Drs. Long and Robards for the 
masterly way in which they presented these 
scientific subjects. 

The next meeting will be held the first Wed- 
nesday in June, at 7:30 p. m. 

E. M. Toler, M. D., Sec. 


TANGIPAHOA PARISH MEDICAL SOCIETY 


There was a regular meeting of the Tangipa- 
hoa Parish Medical Society on January 6, 1939, 
at the Hammond City Hall, with the following 
members present: Drs. Lewis, Smith, McClendon, 
Kevlin, Brent, Gates, Thames, Corso, Alessi, 
Ricks, W. T. Newman, and Wiginton. 

Drs. Charles Bloom, Connely and DeLaureal 
gave very interesting talks on different phases of 
the common cold. 

Following the program officers for the year 
1939 were elected: Drs. V. J. Gautreau, presi- 
dent; W. T. Newman, vice-president; J. DeLoach 
Thames, secretary-treasurer; R. F. Gates, dele- 
gate; L. L. Ricks, alternate. 

J. DeLoach Thames, M. D., Sec. 
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CONCORDIA-CATAHOULA BI-PARISH MEDI- 
CAL SOCIETY 

At a recent meeting of the Concordia-Cata- 
houla Bi-Parish Medical Society, held January 12, 
the following offficers were elected for the com- 
ing year: Drs. E. C. Ferguson, Clayton, presi- 
dent and delegate; N. L. Sebastian, Ferriday, vice- 
president; John Schreiber, Vidalia, secretary- 
treasurer and alternate. 

John Schreiber, M. D., Sec. 


NATCHITOCHES PARISH MEDICAL SOCIETY 


OFFICERS, 1939 
President: Dr. J. B. Pratt, Natchitoches. 
Vice-President: Dr. Joseph Bath, Natchitoches. 
Secretary-Treasurer: Dr. W. W. Knipmeyer, 
Natchitoches. 
Delegate: Dr. R. S. Roy, Natchitoches. 
Alternate: Dr. W. H. Pierson, Natchitoches. 


THIRD DISTRICT MEDICAL SOCIETY 
OFFICERS, 1939 


President: Dr. H. Allen King, New Iberia. 

Vice-President: Dr. P. H. Fleming, St. Martin- 
ville. 

Secretary-Treasurer: Dr. R. S. Hernandez, Du- 
son. 

Delegate: Dr. L. O. Clark, Lafayette. 

Alternate: Dr. O. P. Daly, Lafayette. 


NEW ORLEANS GASTROENTEROLOGICAL 
ASSOCIATION 

The Louisiana Chapter of the National Gastro- 
enterological Association held its monthly meet- 
ing Thursday, January 26, 1939, at the Louisiana 
State University Medical Center. An interesting 
program was presented: Dr. J. Holmes Smith 
described the case of a young woman with a 
family history of tuberculosis, who had a recur- 
ring series of fever; all findings were negative in 
spite of a complete and intensive study. Finally 
her serum agglutinated B. dysenteriae in a high 
dilution. Disappearance of all symptoms followed 
after administration of dysentery vaccine intra- 
dermally in one tenth cubic-centimeter dosage. 

A convalescing case of tularemia was presented 
by Dr. Querens especially to demonstrate the sat- 
isfactory results obtained by the application of 
sulfanilamide powder to the original lesion in ad- 
dition to oral administration. 


Dr. Weinberger reviewed a case of an unusual 
glandular carcinoma of the duodenum, which was 
much benefited temporarily by gastroenteros- 
tomy. Dr. Ochs reviewed the literature of gas- 
troscepy. 


Dr. Levin presided and announced that the 
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Chapter will be the guest of the Marine Hospital 
Staff in February. 


The Louisiana Chapter of the National Gas- 
troenterological Association entertained at dinner, 
February 5, in honor of Dr. and Mrs. Chester 
Jones of Boston. Other members and guests in- 
cluded: Dr. and Mrs. A. L. Levin, Dr. and Mrs, 
John H. Musser, Dr. and Mrs. Donovan Browne, 
Dr. and Mrs. Gilbert Anderson, Dr. and Mrs, 
J. M. Davidson, Dr. and Mrs. P. L. Querens, Dr. 
and Mrs. Julius Isaacson, Dr. and Mrs. Geo. Fast- 
ing, Dr. and Mrs. Maxime Perret, Dr. and Mrs, 
Gordon McHardy, Dr. and Mrs. Alton Ochsner, 
Dr. and Mrs. Dan Silverman, Dr. and Mrs. Morris 
Shushan, Dr. and Mrs. Herbert Weinberger, Dr. 
and Mrs. Lehmann, and Dr. and Mrs. Dakin of 
Cody, Wyoming. 

After dinner discussions of a few subjects fol- 
lowed introductions by Dr. Musser, who acted as 
Master of Ceremonies. 


FACULTY CLUB 
LOUISIANA STATE UNIVERSITY 
SCHOOL OF MEDICINE 


At the January meeting of the Faculty Club 
Dr. Béla Halpert read a paper, written in collab- 
oration with Drs. Rigney D’Aunoy and M. A. 
Ogden, entitled “Carcinoma of the Pancreas; an 
Analysis of 40 Necropsies.”’ Forty cases of pri- 
mary carcinoma of the pancreas were found 
among 6,050 necropsies at the Charity Hospital 
of Louisiana at New Orleans on persons over 
one year of age. Males and females were rep- 
resented in the proportion of 7:1, and 23 patients 
were over 60 years of age. The average dura- 
tion of illness was four and a half months. Thirty- 
one neoplasms were situated in the head and nine 
in the tail of the pancreas, and all were columnar 
cell carcinoma. The carcinoma primary in the 
head of the pancreas readily invaded the duo- 
denum, and that primary in the tail spread over 
the peritoneum. Metastases were observed in the 
liver in 25 of the 40 cases. 

Dr. A. G. Eaton read a paper entitled “The 
Basal Metabolic Rate of Normal Individuals in 
New Orleans.” The basal metabolic rates of 98 
women and 62 men in New Orleans were com- 
pared with four commonly used standards, and 
found to be lower than any of them. It was 
therefore proposed to employ a corrective factor 
of minus 10 per cent to all values of the Aub 
and DuBois standards, or minus 11 per cent for 
men and minus 7 per cent for women to the 
recent Mayo Foundation standards. These cor- 
rections were shown to be valid statistically. Dr. 
Eaton suggested, tentatively, since his data were 
not large enough to prove it statistically, that 
the difference between men and women in New 
Orleans might be due to a lessened desire on the 
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part of men for strenuous exercise in warm cli- 
mates, whereas only a small proportion of women 
are very athletic in any climate. He also dis- 
cussed the possible effect of the diet usually eaten 
in this city on the basal metabolic rate. 
There is a generally lowered dietary here, which 
it seems reasonable to regard as part of a gen- 
eralized reaction to a warm climate, with the 
lower metabolic rate the result of the generalized 
reaction. Whatever the cause, he concluded, the 
lowered basal heat production lessens the strain 
on the heat-eliminating mechanism and makes 
life more comfortable in a subtropical climate. 
The mechanism by which this adaptation is 
brought about is as yet obscure. Dr. Eaton con- 
siders that the corrections which he proposes are 
probably applicable to much of the deep South. 


Dr. B. R. Heninger reported a case of arterio- 
yenous fistula which differed from other reported 
eases in the following respects: The duration of 
the fistula, without knowledge of the patient, for 
a period of 24 years, and the absence of any 
cardiovascular symptoms during this long inter- 
val; an associated auricular fibrillation; the sud- 
den onset of pending heart failure, without any 
apparent reason; the discovery of the fistula, 
which had followed a bullet wound, during the 
search for the cause of the cardiovascular symp- 
toms; evidence of Branham’s syndrome after 
sinus rhythm was established, prior to surgical 
correction; complete recovery after surgical cor- 
rection of the fistula. The patient has returned 
to his work as bridge tender, and examination 
at intervals since the operation has shown no 
evidence of any cardiac disease. The size of 
the heart is apparently normal, 

F, F. Boyce, M. D., Sec. 





“Beaumont and St. Martin” is the first of six 
large paintings in oil memorializing “Pioneers of 
American Medicine” which artist Dean Cornwell 
will complete in the next few years. Others in 
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the series are: Dr. Oliver Wendell Holmes, Dr. 
Ephraim McDowell, Dr. Crawford W. Long, Dr. 
William T. G. Morton, and Major Walter Reed, 
and one woman, Dorothea Lynde Dix who, while 
not a physician, stimulated physicians to study in- 
sanity and feeblemindedness. 

Arrangements to supply physicians with free, 
full color reproductions of ‘Beaumont and St. 
Martin” without advertising, and suitable for 
framing, have been made with the owners, John 
Wyeth & Brother, 1118 Washington Street, Phil- 
adelphia. 


TUBERCULOSIS AND PUBLIC HEALTH 
ASSOCIATION 


The Tuberculosis and Public Health Association 
of Louisiana held a very successful meeting in 
New Orleans, which ran from Tuesday evening 
through Wednesday night. A most interesting 
symposium was presented with five minute speak- 
ers on “Next Steps in Tuberculosis Control.” 

The same officers were re-elected for the en- 
suing year as served last year. A decided inno- 
vation will be that for the first time a meeting 
will be held out of New Orleans. The sixteenth 
annual meeting will be held in Monroe. 


AMERICAN BOARD OF INTERNAL MEDICINE 

Part 2, the practical division of the examination 
for candidates applying for certification by the 
American Board of Internal Medicine, will be held 
in New Orleans, March 25 and 26. Candidates 
who have qualified for Part 2 must have passed 
the first or written division of the examination. 


NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 

The Graduate Medical Assembly had completed 
on February 9 their third annual meeting. This 
was the most successful meeting that has yet 
been held, there being over 900 registrants. The 
group of speakers excelled themselves in the 
number and in the general excellency of their 
presentations. 


SAMUEL D. GROSS PRIZE 


Essays to be entered in the competition must 
be written by a single author in the English lan- 
guage and should be sent to the Trustees of the 
Samuel D. Gross Prize of the Philadelphia Acad- 
emy of Surgery, care of the College of Physicians, 
19 S. 22d Street, Philadelphia, on or before Jan- 
uary 1, 1940. Each essay must be typewritten, 
distinguished by a motto, and accompanied by a 
sealed envelope bearing the same motto, con- 
taining the name and address of the writer. For 
further information, apply at the office of the 
Journal, 
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AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


Application for admission to the Group A, May 
1939, Board examinations must be filed in the 
secretary’s office not later than March 15, 1939. 

The general oral, clinical and pathologic ex- 
aminations for all candidates, Part II Examina- 
tions (Group A and B), will be conducted by 
the entire Board, meeting in St. Louis, Missouri, 
on May 15 and 16, 1939. 


CHILD HEALTH DAY 


May Day again this year will be Child Health 
Day, at which time it is hoped that special em- 
phasis will be placed on nutrition. The slogan 
of Child Health Day is “The Health of the Child 
Is the Power of the Nation.” 

State programs may be obtained from the State 
Department of Health according to a notice sent 
from the Children’s Bureau at Washington, D. C. 


AMERICAN ASSOCIATION FOR THE STUDY 
OF GOITER 


The American Association for the Study of 
Goiter again offers the Van Meter Prize Award 
of three hundred dollars and two honorable men- 
tions for the best essays submitted concerning 
original work on problems related to the thyroid 
gland. The award wil be made at the annual 
meeting of the Association which will be held 
in Cincinnati, Ohio, on May 22-24, 1939, pro- 
viding essays of sufficient merit are presented 
in competition. 





VACANCIES 

There is a very attractive opening for a gen- 
eral practitioner in Bay Minette, Alabama, which 
is located 40 miles east of Mobile, in Baldwin 
County, one of the outstanding agricultural cen- 
ters in the state. Suitable offices will be fur- 
nished by a very modern drug store, free of cost. 
In addition to the hospitals of Mobile, there is a 
hospital at Atmore, located 20 miles north of 
Bay Minette. This looks like an exceptional op- 
portunity. If anyone is interested, further infor- 
mation can be obtained by phoning Magnolia 
2741, Extension 37, New Orleans, or by writing 
to the Department of Pediatrics, Tulane School 
of Medicine, 1430 Tulane Avenue, New Orleans. 


There is an excellent opening for an eye, ear, 
nose and throat man in McAlester, Okla. Fur- 
ther information may be secured from the office 
of the Journal. 


WANTED 
COPIES OF THE JANUARY, 1939, ISSUE OF 
THE JOURNAL! Phone Raymond 6361 if you 
We will be glad to call for it. 


have one. 
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INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O’Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain 
the following summarized information: For the 
second week of the year, which ended January 14, 
of the diseases which occurred in numbers great- 
er than ten, syphilis as is the custom was by far 
the most frequent, 107 cases being listed. This 
was followed by 61 cases of measles, 58 of pneu- 
monia, 36 of influenza, 33 of pulmonary tuber- 
culosis, 22 of diphtheria, 16 of cancer, 15 of 
scarlet fever, and 10 each of chickenpox and 
hookworm. Of the rare diseases, a case of small- 
pox was discovered in Natchitoches Parish; two 
cases of typhus fever were listed, one from Wash- 
ington and one from Orleans; a case of undulant 
fever was listed from Lafourche and one from 
Orleans. The next week, which ended January 
21, was characterized by a slight increase in the 
number of cases of syphilis, 166 cases making 
their appearance in the epidemiologic report. The 
following diseases, in order of their frequency, 
appeared: Eighty-five cases of measles, 43 of 
pneumonia, 34 each of pulmonary tuberculosis 
and gonorrhea, 26 of cancer, 21 of scarlet fever, 
17 of chickenpox, 16 of diphtheria, and 12 of in- 
fluenza. This week a patient with typhus fever 
was discovered in Caddo Parish; four cases of 
tularemia were reported from Orleans and one 
from Madison. A single instance of undulant 
fever was listed from Orleans Parish. For the 
week ending January 28, there was a spectacular 
and phenomenal increase in the number of cases 
of syphilis and measles. Of the former, 350 new 
cases were listed and of the latter 191. Of the 
other diseases occurring in double figures, the 
report included 35 cases of diphtheria, 33 of 
pneumonia, 28 of pulmonary tuberculosis, 23 of 
typhoid fever, 16 scarlet fever, 15 of cancer and 
12 each of smallpox and hookworm. There was 
quite a surprising increase in the number of 
cases of typhoid fever. However, no one parish 
had more than three cases; four were listed from 
Orleans, but these were all imported cases. Polio- 
myelitis made its appearance for the first time 
in some weeks, with two cases from East Feliciana 
and one from Calcasieu. There were two cases 
of tularemia reported in West Baton Rouge. For 
the week which came to an end February 4, 
syphilis was about five times more frequent than 
the five-year average for the fifth week in the 
year; 330 cases were tabulated. There were also 
95 cases of measles, 43 of pneumonia, 29 of 
scarlet fever, 22 of pulmonary tuberculosis, 21 of 
gonorrhea, 17 of cancer, 12 of chickenpox and 
10 of influenza. Typhoid fever cases had dimin- 
ished to nine this week. Of the rare contagious 
and infectious diseases it might be said that 4 
case of smallpox was listed this week from Natch- 
itoches. There was reported a case of typhus 
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fever in East Baton Rouge, one case each of pol- 
jomyelitis and undulant fever in Orleans, and 
five cases of tularemia originated in Acadia, As- 
cension (2), Caddo and St. James. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of the 
Census, reports that for the week which came to 
an end January 7, the first week of the new year, 
162 people died in the City of New Orleans, of 
whom 109 were white and 53 negro. Seventeen 
of the deaths were in children under one year 
of age, of whom 10 were negro. During the 
second week, the number of deaths remained al- 
most stationary: There were seven less in the 
white race and nine more in the negro, for a 
total of 164. Thirteen of these deaths occurred 
in infants, six white and seven negro. For the 
next week, which came to a close January 21, 
there was some increase, not notable but still 
distinct, in the number of deaths in the city. One 
hundred and seventy-seven occurred, divided 115 
white and 62 negro. Of the 12 deaths in child- 
ren, nine were white and three negro. There 
was a recession in the number of deaths during 
the week ending January 28, the white showing 
21 less and the negro four less than the previous 
week. Total deaths for this week were 152, of 
which 12 deaths were in infants, practically all 
of them white children, a ratio of 10 to two. 


WILLIAM HENRY ROBIN 
(1869-1939) 


The many friends of Dr. William H. Robin, 
for many years superintendent of the City Board 
of Health in New Orleans, were saddened by his 
death on February ninth. Doctor Robin had a 
heart attack which culminated in his death, aged 
sixty-nine, after a brief illness of two weeks. In 
addition to his many years as superintendent of 
the City Board of Health, he was a member of 
the Board of Directors of the City Board of 
Health, at one time secretary of the Board, and 
a city councilman. 


a faa a a 
WOMAN’S AUXILIARY 
Louisiana State Medical Society 
President—Mrs. Frederick G. Ellis, Shreveport. 


President-elect — Mrs. S. M. Blackshear, New 
Orleans. 


First Vice-President—Mrs. C. A. Martin, Welsh. 


Second Vice-President — Mrs. A. G. McHenry, 
Monroe. 


Third Vice-President — Mrs. D. C. McBride, 
Alexandria. 


Fourth Vice-President—Mrs. A. F. Hebert, New 
Orleans. 


Treasurer—Mrs. O. C. Rigby, Shreveport. 


Recording Secretary—Mrs. D. T. Milam, Mon- 
roe. 


Parliamentarian—Mrs. A. A. Herold, Shreve- 
port. 


Corresponding Secretary—Mrs. C. B. Erickson, 
Shreveport. 


Historian—Mrs. W. P. Gardiner, New Orleans. 





Mrs. Arthur A. Herold of Shreveport, Chair- 
man of Legislation in the Woman’s Auxiliary 
to the American Medical Association, wrote the 
following most enlightening article for the Nat- 
ional News Letter, and with her permission we 
reprint it here: 


SOCIALIZED MEDICINE 


Never before in the history of medicine has 
the medical profession been so much in the lime- 
light and never before has it been so important 
that we be cognizant of the situation with which 
we are faced. Time presses hard; we are con- 
fronted with a condition and not a theory. We, 
as doctors’ wives, must give our time to an in- 
tensive study of these problems that are con- 
fronting us for then we shall not only be able 
to combat much of the unfair propaganda that 
is being circulated about the medical profession, 
but we shall also broaden our vision and stimu- 
late our interest in public welfare until we shall 
become vital factors in the shaping of the lives 
in our respective communities. 


Ever since the report of the Committee on the 
Cost of Medical Care was issued in 1932, much 
thought has been given to the consideration of 
this problem in the United States. It was in 
1936, however, that the campaign for some radi- 
cal changes in medical practice began to take 
on a more definite form. About a year later, 
in October 1937, Miss Josephine Roche, the Treas- 
ury Department’s secretary for health, made an 
address before a special session of the American 
Public Health Association, entitled “Medical Care 
As a Public Health Function.” In effect, she 
proposed that individual medical care become a 
function of health departments. Then, in Feb- 
ruary 1938, the Interdepartmental Committee re- 
leased a report which was designed to show the 
deficiencies in medical care, but none of its effi- 
ciencies. Finally the climax was reached in July 
1938, when the proposals of the Interdepartment- 
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al Committee were submitted to the Health Con- 
ference at Washington. This was the reason for 
the call of a Special Session of the House of Dele- 
gates of the American Medical Association (the 
third Special Session in eighty-nine years). 

At this session the Board of Trustees presented 
the five chief proposals of the program of the 


These proposals briefly stated are: 


1. Expansion of Public Health Service. 


2. Expansion of hospital facilities. 


8. Medical care for medically needy. 


4. A general program of medical care. 


5. A program for compulsory sickness insur- 
ance, covering entire population of the United 
States, which means insurance against loss of 
wages during sickness. 


To facilitate the accomplishment of these ob- 
jectives, the House of Delegates appointed a com- 
mittee to confer and consult with the proper fed- 
eral representatives relative to the proposed Na- 
tional Health Program. Please read the complete 
discussion in Proceedings of The Special Session 
of House of Delegates, published in Journal of 
the American Medical Association, September 24, 
1938. 

It is not expected that the next Congress will 
pass all five of the proposals of the National 


National Health Conference. It was said that 
no formal action would be taken by the confer- 
ence. Nevertheless, responsible representatives 
of the government have indicated that these pro- 
posals would, in some way, form the basis of the 
legislation to be submitted to the Congress of 
the United States when it next meets. 


The action taken by House of Delegates: 

1. Recommends the establishment of a federal 
department of health, with a secretary who shall 
be a doctor of medicine and a member of the 
President’s cabinet. 


2. Favors the expansion of general hospital 
facilities where need exists. The hospital situa- 
tion is such that there is, at present, greater need 
for use of existing hospital facilities than for ad- 
ditional hospitals. 


3. Advocates recognition of the principle that 
the complete medical care of the indigent is a 
responsibility of the community, medical and al- 
lied professions, and that such care should be or- 
ganized by local government units and supported 
by tax funds. 


4. Approves the principle of hospital service 
insurance which is being widely adopted through- 
out the country. A study of the situation indi- 
cates that health needs are not identical in dif- 
ferent localities, but usually depend on local con- 
ditions and, therefore, are primarily local prob- 
lems. Believes it is practical to develop cash in- 
demnity insurance plan to cover, in whole or in 
part, the cost of emergency or prolonged illness. 
Agencies set up to provide such insurances should 
comply with state statutes and regulations to in- 
sure their soundness and financial responsibility 
and have the approval of the county and state 
medical societies under which they operate. Not 
willing to foster any system of compulsory health 
insurance for a complicated bureaucratic system 
has no place in a democratic state. 


5. Endorses this principles, as it has distinct 
influence toward recovery and tends to reduce 
permanent disability. 


Health Conference. However, a plan is to be sub- 
mitted, which its proponents hope will, sometime 
in the next few years, result in the adoption by 
Congress of the entire National Health Program. 
Our auxiliary members, therefore, have ample 
time to study these plans and become conversant 
with them. Read your husband’s medical journal 
and all periodicals that have any articles on medi- 
cal economics, but I believe that the suggestion of 
Dr. Abell and of Mrs. Kech is the best: namely, 
“Organization in all county auxiliaries of study 


a— « ._.4t ao @& © th ot = © 





Louisiana State Medical Society News 


groups, to be concerned with the dissemination of 
accurate knowledge concerning the harmful ef- 
fects of present social and economic movements 
on the practice of medicine.” If it is not practi- 
cable to have a study group, then devote a part of 
each of the programs of your monthly meeting to 
the study of this subject—legislation. The Ameri- 
ean Medical Association has much material that it 
will gladly send to you upon request. I have sent 
to each State Chairman of Legislation a little 
pamphlet, entitled, “On the Witness Stand,” and 
I have more of these on hand; if you need addi- 
tional copies please write me and I shall send them 
to you. In the Woman’s Auxiliary Section of the 
Kentucky Medical Journal, you will find some 
valuable suggestions. Study at one meeting the 
failure that “socialized medicine” has proved to 
be in Germany, England, and many other coun- 
tries. 

Another good suggestion on how to educate 
ourselves comes from the Regional Chairman of 
Legislation of the Western District, Mrs. H. E. 
Rhodehamel who says, “Start at once to make a 
file of newspaper clippings, magazine articles, 
and pamphlets being distributed to the public 
through various organizations, so-called founda- 
tions. You will soon have a host of facts which 
will enable you to refute many misstatements. 
Your medical men will appreciate having access 
to such a file when they are invited to talk before 
lay organizations or to supply material.” 

Now, I should like to tell you about the legis- 
lative work some of the auxiliaries are doing. 
When I received the request to write this article 
for the News Letter, I sent out forty-one postal 
cards to various legislative chairmen and to state 
presidents, asking each for information regarding 
the legislative work her auxiliary was doing. I 
have already received twelve replies. I shall try 
to tell you briefly about this work in these state 
auxiliaries, 

In Alabama, members are informing themselves 
on matters pertaining to socialized medicine and 
are speaking before lay groups on this subject. 
Arkansas has a five-point program, one point of 
which is to cooperate with the medical society in 
helping to educate the people to realize the dan- 
gers of socialized or state medicine. The Cali- 
fornia Auxiliary made it possible for men to speak 
before women’s clubs, helping defeat the Humane 
Pound Law. The Illinois Auxiliary studies so- 
cialized medicine at each meeting. It held a Legis- 
lative Day meeting in October. The Missouri 
Auxiliary slogan is “Organized Intelligence.” Its 
State Bulletin, issued quarterly, suggests subjects 
to be studied, socialized medicine one of them. 
New York has sixteen county legislative 
groups. Work is based primarily on the legisla- 
tive program of the New York State Medical So- 
ciety. The auxiliary recently assisted the medical 
society in the passage of two important bills. The 
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Pennsylvania State Chairman of Legislation was 
asked by the Chairman of Legislation of the State 
Medical Society to visit every auxiliary in the 
state and to organize a Legislative Committee. 
She has promised to visit forty-eight counties in 
Pennsylvania. The Oklahoma Auxiliary requested 
that the candidates for the state Senate and House 
of Representatives give their views on socialized 
medicine. Information, thus secured, was reported 
to auxiliary members. In Oregon, the State Pro- 
gram Chairman has emphasized to county aux- 
iliaries the importance of studying socialized 
medicine. At the last session of the State Legis- 
lature, members helped in having the Basic 
Science Bill passed. All county auxiliaries in 
Tennessee have one program of the year devoted 
to the study of socialized medicine and the State 
Chairman of Legislation keeps in close touch with 
all activities of the State Legislature. The Wis- 
consin Auxiliary held an open meeting on “‘social- 
ized medicine,” with a doctor as speaker. This 
auxiliary has requested that every member read 
the report of the National Health Conference in 
the Journal of the American Medical Association 
for July 30, 1938 and August 6, 1938; also, other 
magazines pertaining to this subject. The Legis- 
lative Committee of the Washington State Aux- 
iliary urges that its members be informed on all 
legis ative measures. A poll of the members shows 
100 per cent registered voters and 100 per cent 
voting. 

I am pleased to report, in this summary, the 
worthwhile work that some of our state auxiliaries 
are doing in legislation. I know that many of the 
auxiliaries are doing work of equal importance 
and, at a later time, I shall try to report it to you. 


May I leave this thought with you before I bid 
you goodbye. Please canvass your auxiliary 
members; request every one of them to vote, in 
order that our National Auxiliary can say, as the 
Washington State Auxiliary has said: ‘“‘Our mem- 
bers are 100 per cent registered voters and 100 
per cent voting.” 


RAPIDES PARISH 


The Woman’s Auxiliary to the Rapides Parish 
Medical Society was organized November 12, 1937 
with 27 charter members. During the first year, 
under the skillful guidance of Mrs. H. Aubrey 
White, president, we grew in friendship and fel- 
lowship, and have now progressed to 39 members. 

Doctor’s Day was observed on March 30, 1938 
with a Coffee Party at Baptist Hospital. 

The second fiscal year got off in a big way 
under the capable leadership of Mrs. H. O. Barker, 
our new president. At the first meeting we had 
the pleasure of hearing Mrs. F. G. Ellis, state 
president, give a very inspiring talk on the year’s 
work. 
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The first big feat of this year was to sponsor a 
movement for a respirator, or iron lung. Within 
less than a month one was presented to the Ra- 
pides Parish Medical Society by one of our civic- 
minded citizens, Mr. Maurice J. Weiss, and his 
partner Mr. Sam Bonart of New Orleans. 

Our thoughts and efforts are now directed to- 
ward the state convention. We hope to have a 
large attendance, and are looking forward to meet- 
ing personally each and every doctor’s wife. 
Don’t disappoint us! 

Mrs. P. F. Murphy, 
Press and Publicity Chairman. 


CALCASIEU PARISH 

The Woman’s Auxiliary to the Calcasieu Parish 

Medical Society held a luncheon meeting at the 

Majestic Hotel Friday, January 20, 1939. Mrs. 

Walter Moss, president, presided. Plans were 

made to contribute twenty-five dollars to the 

doctors’ new library, which is located at St. 
Patrick’s Hospital. 

Mrs. L. L. DiGiglia, 
Press and Publicity Chairman. 


OUACHITA PARISH 
Mrs. Clifford Johnson, president of the 
Women’s Auxiliary to the Ouachita Parish Medi- 
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cal Society, presided over the luncheon table at 
the Lotus Club for the February meeting. 

Mrs. E. C. Gibson, guest speaker, talked in an 
illuminating manner on the subject of “Correct 
Application of First Aid to the Injured.” Mrs. H, 
Rogers read several helpful and interesting arti- 
cles from Hygeia and Mrs. DeWitt Milam talked 
on a subject of interest to all members. Mrs, 
Milam’s subject was “Dogs and Their Aid to the 
Medical Profession.” 

Mrs. R. W. O’Donnell, 
Press and Publicity Chairman. 


ST. MARY PARISH 
The St. Mary Parish Auxiliary meets only twice 
a year. The February meeting was held in the 
home of Mrs. F. Harold Metz in Morgan City. 
Mrs. J. T. Prosser discussed ““Know Thyself,” an 
article from a recent issue of “‘Hygeia.”’ Another 


article was read by Mrs. P. S. Parrino, “Radium 
Hounds,” which was very amusing and interesting. 
A social hour followed the business meeting. 
Mrs. F, Harold Metz, 
Press and Publicity Chairman. 


Respectfully submitted, 
Mrs. Robert T. Lucas, 
Press and Publicity Chairman. 
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Socialized Medicine in the Soviet Union: By 
Henry E. Sigerist, M. D. New York, W. W. 
Norton & Company, 1937. Pp. 378. Price 
$3.50. 


This book should accurately portray medical 
conditions as they exist in Russia today for the 
author is well informed on Soviet medicine. He 
has approached the problem of Soviet medicine as 
an historian from the perspective of history, study- 
ing and analyzing it as an historical phenomenon. 
He has reviewed the background of Soviet medi- 
cine, discussing its underlying philosophy, the 
revolution and the new social order. The principles 
of Soviet medicine, their implications and signifi- 
cance in the history of general medicine, are dis- 
cussed in detail. 

As practiced in this country today medicine is a 
service that is purchased by the patient and sold 
by the physician under a competitive system. In 
this country the fight against disease is led by a 
multitude of staffs such as the individual phy- 
sician, philanthropic or charitable public institu- 
tions and public health agencies, whereas, under 
socialized medicine the physician is a salaried man 
paid by the state. It seems to me that the follow- 
ing four points represent the most characteristic 
features of the Soviet health system: (1) Medical 
service is free and therefore available to all; 


(2) the prevention of disease is in the foreground 
of all health activities; (3) all activities are di- 
rected by central bodies, the Peoples’ Commis- 
sariats of Health, with the result that (4) health 
can be planned on a large scale. 


Medical service is free in the Soviet Union and 
is regulated as are the public schools in this coun- 
try. All money, therefore, goes from the state to 
the population and back to the state which redis- 
tributes it every year. It would be impossible to 
relate all the achievements of Russian medicine 
under this régime. Everyone agrees that the Rus- 
sian public health system is one of the most notable 
achievements of the Soviet state. The studies of 
Brinkhonenko on the transfusion of blood, of Velik- 
anov on the serotherapy of gas gangrene and food 
poisoning and, Filatov’s method of transplantation 
of the cornea are important discoveries. 


This is much more than “just another book” 
dealing with medicine as practiced in the Soviet 
Union today. It is a well written, clear, authorita- 
tive treatise concerning the historic, sociologie and 
medical aspects of Russia today. The importance 
of this book is realized by the statement of this 
medical historian: “The future of medicine will 
largely depend upon what will be done in the 
United States and in the Soviet Union.” This 
book is not only of interest to physicians but to 
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all of those concerned with the revolutionary move- 
ment sweeping the Eastern world. 
WARREN HEBERT, M. D. 





Chemistry of the Sterids: By Harry Sobotka. 
Baltimore, Williams & Wilkins Co., 1938. Pp. 
634. Price $8.50. 

This volume has been written by a man whose 
interest and contributions in the field of sterid 
chemistry and physiology lend special significance 
to the work. The book is divided into nine chapters 
dealing with the chemical reactions involving syn- 
thesis, proof of structure and chemical properties 
of a tremendous number of highly complex organic 
compounds. There is an admirable effort on the 
part of the author to correlate the chemistry of 
vitamins, hormones, cardiac glucosides and car- 
cinogenic agents with the recognition that they are 
derivatives of cyclo-penteno-phenanthrene com- 
pounds. The chemical behavior of these substances 
together with the pertinent information on the 
sterols and bile acids are admirably treated. There 
is an appendent classified catalog of the sterids 
and their derivatives which is one of the most 
valuable reference sources on this topic to be 
found in the literature. Because of the complexity 
of the subject matter, the book will be of greatest 
value to those who are primarily interested in 
some one of the allied physiologic and chemical 
fields. The book is a valuable addition to any 
library. 

SAMUEL B. NADLER, M. D. 





Doctors, I Salute! By Emilie Conklin. Winona 
Lake, Indiana, Light and Life Press, 1938. 
Pp. 92. Price $1.50. 

This is a series of poems reprinted, for the most 
part, from a group of newspapers in the East. 
The poems range from the sublime to the facetious. 
Some of them will bring tears to the eyes; others a 
smile to lips. Each poem has as its theme some- 
thing with which the doctor comes daily in contact. 

The physician will enjoy reading these poems, 
and the book would make a very nice addition to 
the physician’s waiting room. 

J. H. Musser, M. D. 





The Romance of Russian Medicine: By Michael 
L. Ravitch, M. D. New York, Liveright Pub- 
lishing Corporation, 1937. Pp. 352. Price 
$3.00. 

The author related the historic sequence in the 
development of Russian medicine. The first era, 
which is known as popular medicine, largely in- 
cluded methods which were based upon ignorance 
and superstitution. 

The second era of Russian medicine was known 
as court medicine. Many of the early physicians of 
the Russian Court were from England. They 
served as diplomatic agents and carried on im- 
portant and delicate negotiations between the two 
countries. It was of interest to note the important 
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part held by the English in the introduction and 
improvement of medical art in Russia. Many medi- 
cal men of other nations had entered the service 
of the Czars, but the English and the Scotch oc- 
cupied the most prominent position. 

The third era of Russian medicine occurred dur- 
ing the reign of Peter the Great. He was the first 
to lay a sound foundation for the development of 
science. He was the first ruler to send Russian 
students abroad to school and to import foreigners 
to teach in Russia. He was so interested in surgery 
that he purchased a set of surgical instruments 
and carried the outfit with him. He began to per- 
form minor operations and later undertook a few 
serious operations, but history fails to enlighten 
us as to the results. 

The fourth era of Russian medicine was known 
as Zemstvo medicine. Under the tutelage of Rus- 
sian liberals about 1859, this force began to make 
rapid improvements. The number of doctors and 
medical centers were increased and soon native 
Russian doctors were considered equal to or better 
than their foreign competitors. 

The fifth era is Soviet or socialized medicine. It 
is obvious that the author is in deep sympathy with 
this method of practice. He cited many improve- 
ments that have taken place since governmental 
control has been instituted. The names of many 
prominent physicians are mentioned in connection 
with state medicine. 

For one who is interested in the history of Rus- 
sian medicine this is a book worth reading. The 
author has a sympathetic appeal, understanding 
and knowledge of medical progress in present day 
Russia. He heartily endorses the medical régime 
and teaching of Soviet medicine. 

WARREN HEBERT, M. D. 
Interns Handbook: By M. S. Dooley, A. B., M. D. 
Philadelphia, J. B. Lippincott Co., 1938. Pp. 
523. Price $3.00. 

Reduced to convenient pocket size, the whole con- 
taining more material than formerly, this manual 
is a valuable source of information for the intern. 
It contains an epitome of useful drugs and other 
therapy usually given by the resident staff, diets, 
a number of practical hints and suggestions, as 
well as useful data on toxicology. A timely in- 
clusion is that dealing with the relationship of 
intern to hospital, enumerating what the intern 
should expect to give to and receive from the hos- 
pital. The intern should never be thought of as 
“hired help”; he should always be considered a 
student, an attitude which the intern, the hospital 
staff, and authorities should more clearly ap- 
preciate and more universally adopt. 

This book may be provided profitably by hos- 
pitals for every member of their intern staff. 

B. BERNARD WEINSTEIN, M. D. 
Practical Microbiology and Public Health: By 
William Barnard Sharp, S. M., M. D., Ph. D. 
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St. Louis, The C. V. Mosby Company, 1938. 
Pp. 492. Price $4.50. 

The section on clinical bacteriology and mycology 
in this work by Sharp is very clearly and simply 
written and it is regrettable that the illustrations 
do not do justice to the text. The section on im- 
munity is well and concisely written, as is the en- 
tire section dealing with the various aspects of 
public health. The reviewer feels that the attempt 
to supply a laboratory manual as well as a field 
guide is somewhat confusing and detracts from 
the value of this volume. It should, however, meet 
a wide field of usefulness. 

MACKAY FLINN, M. D. 
A Synopsis of Physiology: 
and C. L. G. Pratt. Baltimore, William Wood 
and Company, 1938. Pp. 325. Price $3.50. 

This is one of a series which includes similar 
volumes on medicine, surgery, and obstetrics, writ- 
ten and published primarily for use in Great Bri- 
tain and originally intended, in part, as an aid to 
students preparing for examinations. The authors 
indicate that the present volume has been thor- 
oughly revised and comparatively small but nu- 
merous additions made in nearly every chapter. 

The difficulties of adequately presenting the ex- 
tensive amount of material available in physiology 
in a concise outline form are obvious and raise a 
fundamental question as to the value of such 
works. 


By A. Rendle Short 


However, the appearance of this third 
edition attests a definite measure of success on the 


part of the present authors. As indicated in a re- 
view of the previous edition, certain omissions 
make this volume of only limited value to the 
American student or practitioner. Thus there is 
no mention of the anemias, except splenic anemia, 
circulatory abnormalities, kidney disease, cyanosis 
or artificial respiration. Many of the test methods 
listed are not commonly used in this country. On 
the other hand, many of our accepted methods are 
not mentioned. These include the Dare and New- 
comer methods for determining hemoglobin, the 
acetylene method for cardiac output, urea clear- 
ance and phenolsulfonephthalein tests for kidney 
function, and the closed circuit method of deter- 
mining basal metabolic rate. 
H. S. MAYERSON, Ph. D. 

The New International Clinics, vols. 1, 2, 3, 1938. 

Philadelphia, J. B. Lippincott Co., 1938. Price 

$2.50 ea. 

There can be no detailed discussion of these 
volumes that will more emphatically point out the 
continued excellency of the clinics: 

In volume 1, one may read such splendid essays 
as “Medical and Surgical Jaundice with a Con- 
sideration of Liver Deaths” by Samuel Weiss, M. 
D., and “Normal Blood Pressure” by Drs. Bordley 
and Eichna. 

Volume II contributes “Recent Advances in the 
Study of Hypertension” by H. T. Karsner, and the 
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extremely timely and important subject “The In- 
sulin Treatment of Dementia Precox with Statis- 
tical Data Regarding the Disease in Canada” by 
Drs. G. E. Reed and T. E. Dancey. 

Volume III presents among the several very im- 
portant papers, one by George W. Kosmak, M. D. 
on “The Favorable and Unfavorable Results from 
the Practice of Modern Obstetric Trends and Pro- 
cedures” and a symposium on some of the uses of 
sulfanilamide. 

This brief discussion does these volumes little 
justice for it does not correctly convey to the 
reader their real worth and true merit. They are 
well worth the time and consideration you may 
give to them. 

I. L. Ropsins, M. D. 


Dr. Bradley Remembers: By Francis Brett Young. 
New York, Reynal and Hitchcock, Inc., 1938. 
Pp. 522. Price $2.75. 

Old Dr. Bradley sat in his study one bleak 
rainy evening after just having had an interview 
with a young medico to whom he was about to sell 
his practice. As he sat before the fire his thoughts 
wandered back to the time when he had started to 
practice fifty years before and his mind took up 
the tribulations and trials of his early youth. The 
author proceeds to detail the life of a country 
practitioner in a small commercial English town. 
He tells of the struggle of the young man to ob- 
tain an education, he recounts his medical experi- 
ences from the time that he left the medical school 
until the time he was musing before his grate, all 
this in some 500 pages. 

The book truly is a fascinating one; it will give 
to the American physician an idea of how the 
medical man in England obtains his training, how 
his practice is conducted and, incidentally, at the 
present time a particularly pertinent consideration, 
how he has reacted to governmental insurance of 
the sick from the lower economic classes. As with 
the life of any man, there are pleasant interludes 
and sad periods. On the whole the latter predomi- 
nate; tragedy followed the life of this lovable and 
beloved doctor. He lost his wife; his son as a 
young man died under most distressing circum- 
stances, and he lost out on the woman that he 
wanted to marry after his wife died, but in spite 
of these sad episodes in his career the friendship 
and love of his patients and the almost adoration 
they gave him was continuously a comfort and 
often a pleasure. 

A novelist with the reputation of Francis Brett 
Young, who has published some twenty-five novels, 
hardly needs to be praised, nor is the reviewer a 
sufficiently keen critic to do anything but extol the 
author’s skill and ability. The book is splendid 
prose; interest is maintained throughout and the 
characterization of the doctor hero is logically 
human. 

J. H. Musser, M. D. 





